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from smallest dosage... 
in briefest time 


Medihaler 


automatically controlled dosage by aerosol administration 


22'2% more vital capacity within seconds 


The suspension of premicronized dry particles 
assures maximum delivery of the medication to 
the alveolar spaces where the therapeutic effect 
is exerted. The Medihaler suspension affords 5 
times the bronchodilating power of the same 
medication in solution and approximately 20 
times that of a squeeze bulb nebulizer. 


Medihaler is available with either of the two 
outstanding bronchodilating agents: 


Medihaler- | S CY" ansccient 
Medi haler-E P|° (epinephrine) 


NEW! 30 ce size vial 
for office Ov home Northridge, California 





Terramycine 


BRAND OF OXYTETRACYCLINE 
INTRAMUSCULAR SOLUTION 
conveniently preconstituted 
for prompt parenteral 
administration in 


office or at bedside 





new 10 cc. vial 
permits greater 
economy, 
convenience, and 


flexibility in dosage 


IN BRIEF 





Terramycin Intramuscular Solution, a preconstituted parenteral 
form of oxytetracycline with 2% Xylocaine* as a local anes- 
thetic, facilitates prompt initiation of broad-spectrum antibiotic 
therapy when immediate oral administration is inconvenient or 
impractical. There is a low incidence of irritation or pain at the 
injection site. Availability of the new, multi-dose 10 cc. vial 
permits greater economy, convenience, and flexibility in dosage. 
The dependability of Terramycin is based on broad antimicro- 
bial effectiveness, excellent toleration, and low order of toxicity. 
INDICATIONS: All oxytetracycline indications whenever initial or 
continuing therapy with I.M. injection is indicated. Compatible 
oral therapy may then be given with Cosa-Terramycin® Capsules 
or Cosa-Terrabon® Suspension. Effective against both gram- 
positive and gram-negative bacteria, rickettsiae, spirochetes, and 
large viruses, Terramycin therapy is indicated in a great variety 
of infections due to susceptible organisms. These include infec- 
tions of the respiratory tract, ophthalmic and otic infections, 
gastrointestinal infections, genitourinary infections, soft-tissue 
infections, and many others. 

ADMINISTRATION AND DOSAGE: For intramuscular injection only. 
Unless otherwise specified, a dose of 100 mg. every 8-12 hours, 
or a single daily dose of 250 mg. should be adequate for most 
mild or moderately severe infections. In severe infections, 
100 mg. every 6-8 hours or 250 mg. every 12 hours may be 
necessary. Dosage for infants and children is proportionately 
less and should be determined in accordance with age and 
weight of the patient, and severity of infection. 

SIDE EFFECTS AND PRECAUTIONS: Aside from occasional mild 
pain at injection site, adverse reactions (including allergic) 
have been rare. As with all I.M. preparations, injection should 
be made within the body of a relatively large muscle. After inser- 
tion of needle, aspiration should be attempted before injecting 
to avoid inadvertent administration into a blood vessel; care 
should always be taken to avoid injecting into a major nerve or 
its surrounding sheath. Subcutaneous and fat-layer injection 
may Cause mild pain and induration, which may be relieved by 
an ice pack. 

Use of antibiotics may result in an overgrowth of nonsusceptible 
organisms—particularly monilia and resistant staphylococci. If 
a new infection caused by a resistant pathogen appears, dis- 
continue the medication and institute appropriate specific ther- 
apy as indicated by susceptibility testing. 

SUPPLIED: Terramycin Intramuscular Solution is available in 
the new 10 cc. multi-dose vial, providing five 2 cc. doses, 
50 mg./cc., and in 2 cc. prescored glass ampules, containing 
100 mg. and 250 mg., packages of 5 and 100. For maximum 
rapidity of effect—Terramycin Intravenous, in vials of 250 mg. 
and 500 mg. (buffered with 1 Gm. and 2 Gm. ascorbic acid, 
respectively). Available for oral therapy: Cosa-Terramycin® 
Capsules, 250 mg. and 125 mg.; Cosa-Terrabon® Oral Sus- 
pension (preconstituted), 125 mg. per 5 cc. teaspoonful, in 
bottles of 2 oz. (60 cc.) and 1 pint; Cosa-Terrabon® Pediatric 
Drops (preconstituted), 5 mg. per drop (100 mg. per cc.), 
bottle of 10 cc. with calibrated plastic dropper. In addition, a 
variety of other systemic and local dosage forms are available to 
meet specific therapeutic requirements. 

More detailed professional information available on request. 
*Xylocaine® is the trademark of Astra Pharmaceutical Products, Inc. for 
its brand of lidocaine, 


a reservoir of 
dependable performance — 
Terramycin® therapy 


Science for the world’s well-being» PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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Maximal bending before medication 





ROBAXIN Injectable administered 


Factual Clinical Data: Male patient with marked spasm of 
right lumbar’ region found even slight bending extremely 
painful. Fifteen minutes after administration of 10 cc. of 
ROBAXIN. Injectable, spasm had disappeared and patient 
could bend without pain. Photographs used with -caigesomame 
_of patient. 


References: i. Carnenter, E. B.: Southern M.J. 51:627, 1958. 
2. Forsyth, H. F.: J.A.M.A. 167:163, 1958. 3. Grisolia, A., and 
Thomson, J. E. M.: Clin, Orthopaedics 13:299, 1959. 4. Lev- 
enten, E. O., and Vaccarino, f. P.: Current Therap, Res. 2:497, 
1960. 5. Lewis, W. B.: California Med. 90:26, 1959. 6, O'Doherty, 
D. S., and Shields, C. D.; J.A.M.A. 167:160, 1958. 7. Park, H. W.: 
J.A.M.A, 167:168, 1958. 8. Plumb, C, S.: Journal-Lancet 78:531, 
1958. 9. Poppen, J. L., and Flanagan, M. E.: J.A.M.A, 171:298, 
1959, 10. Schaubel, H. J.: Orthopedics 1:274, 1959. 


In a matter 
of minutes 
“excellent” relief*?? in 
skeletal muscle spasm with | 


Methocarbamot 
U.S. Pat. No. 27 


* . subjective relief of pai 
within ten minutes..."19 

. a valuable Shrachisoutic rt 
ment of acute disorders involving sk 
— i 3 
- . effective in producing ecg : 
tion of paravertebral muscle spasm in in pa 
who have undergone cervical and smbe 
nectomies.’’° oy 


for continuins 
relief without — 
drowsiness — 


Methocarbamo! Robins {Rphine) 


Ten published studies with 474 patients show 
ROBAXIN Injectable and ROBAXIN Tablets 
beneficial in 89% of cases.'-!# 
. a superior skeletal muscle relaxant in acute 
orthopedic conditions.’’? 


e “An excellent result, after methocarbamol ad- 
ministration, was obtained in all patients with 
acute skeletal muscle spasm.'’® 


e ‘‘In no instance was there decrease in intensity 
ot simple reflex responses or voluntary si is. 
strength.''7 


Supply: ROBAXIN Injectable, 1.0 Gm, methocarbamol in 
10-cc. ampul. ROBAXIN Tablets, 0.5 Gm. (white, scored) 
in bottles of 50 and 500. 


Alco available, for oral use when severe pain 

skeletal muscle spasm: ROBAXISAL Tablets 
with Aspirin) in bottles of 100 and 500, ROBAXISAL-PH — 
(Robaxin with Phenaphen®) in bottles of 100 and ; 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 


Making today’s medicines with integrity... seeking tomorrow's with persistence 
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PERSONAL NEWS 


AND NOTES 





John B. Perkins 


The appointment of JOHN B. 

PERKINS as Administrator of 
the Rehabilitation Institute of 
Chicago was announced by JOHN 
W. EVERS, President. 

MR. PERKINS came to the Insti 
tute from the Christian Herald 
Association, Inc., New York City, 
where he was treasurer-business 
manager of the philanthropic or- 
ganization. He formerly worked 
in clinic management and _ hos- 
pital administration in Chicago. 
Earlier, he held posts of financial 
consultant, Professional Life and 
Casualty Company, Chicago, and 
controller of Edgewater Hospital. 

The Rehabilitation Institute of 
Chicago is affiliated with North- 
western University and special- 
izes in the treatment of physically 
handicapped patients. It offers 
both in- and outpatient service 
and has admitted more than 2,200 
patients since opening in 1954. 


“Mechanisms of Gastrointes- 

tinal Absorption” will be 
the topic of a one day symposium 
on March 7, 1961, at the Hotel 
Sheraton-East, New York City. 
The symposium will be held under 
the joint sponsorship of the 
Johns Hopkins University, School 
of Hygiene and Public Health, 
and the National Vitamin Foun 
dation. There is no registration 
fee, but advance registration is 


Page 4 


requested. For further informa- 
tion write: ROBERT S. GOODHART, 
M.D., 149 East 78 St., New York. 


‘The American Industrial Hy- 

giene Association has released 
a 200 page first part of its man- 
ual on Air Pollution. This first 
part of the manual explains pro- 
cedures of evaluating air pollu- 
tion. The Air Pollution Manual 
is priced $5.50 for members of 
the Association and $8.50 for 
nonmembers. Checks should be 
sent to: GEORGE D. CLAYTON, Ex- 
ecutive Secretary, American In- 
dustrial Hygiene Association, 
14125 Prevost, Detroit 27, Mich. 


he Second Refresher Course in 

Industrial Medicine will be 
given by the School of Hygiene 
in association with the Depart- 
ment of Medicine, University of 
Toronto, March 6 to March 9. 
Under the direction of DR. JOHN 
R. BROWN, Professor of Physio- 
logical Hygiene, and DR. K. J. R. 
WIGHTMAN, Professor of Medi- 
cine, the course is sponsored by 
the Division of Postgraduate 
Medical Education of the Faculty 
of Medicine. The Course is con- 
cerned with the “Early Diagnosis 
of Disease” and includes the fol- 
lowing major topics: Cardio- 
respiratory disease; a seminar on 
mental health; the early diagno- 
sis of cancer; the value of modern 
diagnostic techniques in the lab- 
oratory and at the bedside; the 
psychological complications of in- 
jury; recent advances in endo- 
crinology, gynecology and in the 
management of renal disease, and 
the emergency treatment of the 
surgical casualty. The course is 
designed to meet the needs of 
the practicing industrial physi- 
cian and to be of value to 
the general practitioner. The 
College of General Practice will 
allow study credits of 24 hours 
for the course. The fee for the 
course will be $50.00 (Canadian 
Funds), with registration for 
part of the course at the rate of 
$15.00 per day. 


Marcus B. Bond, M.D. 


ARCUS B. BOND, M.D., has been 

appointed Headquarters Med- 
ical Director of the Western Elec- 
tric Company, according to an 
announcement by E. J. SCHOWAL- 
TER, M.D., General Medical Direc- 
tor for the company. 

DR. BOND will head a newly or- 
ganized department at the com- 
pany’s New York headquarters 
which, when fully staffed next 
spring, will consist of four phy- 
sicians, five nurses, two techni- 
cians, and administrative person- 
nel. The expanded medical staff 
will serve about 6,500 Western 
Electric employees in the New 
York City area. Medical facilities 
will be located in the company’s 
new 31 story office building at 
222 Broadway, which is scheduled 
for occupancy next year. 

DR. B@ND joined the Bell Sys- 
tem in July, 1959, after complet- 
ing two years of study as a Fel- 
low in Industrial Medicine at 
Kettering Laboratory, University 
of Cincinnati. He then served for 
one year as the first in-plant resi- 
dent physician in occupational 
medicine for the American Tele- 
phone & Telegraph Company. As 
a result of those three years of 
scholastic and practical training, 
he was awarded a doctorate in 
industrial medicine in June, 1960. 

He was graduated in 1946 from 
Westminster College, Fulton, Mo., 
and he received his M.D. degree 





KEEPS 
THE STOMACH 
FREE OF PAIN 


THE MIND OFF 
THE STOMACH 


Milpath acts quickly to suppress pain and 
spasm, and to allay anxiety and tension 
with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethy! chloride. Bottle of 50. 


AVAILABLE Dosage: 1 tablet t.i.d. at mealtime and 


IN TWO 2 at bedtime. 
Milpath-200 — Yellow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethy! chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


Milpath 
®Miltown tanticholinergic 


WALLACE LABORATORIES Cronbury,N. J. a 


ta7s 





ut 1949 from Washington Uni- 
versity, St. Louis, Mo. From 1952 
to 1957, he private 
practice in Kansas City, Mo. In 
1950, he enlisted in the U.S. 
Army and served as medical of- 
ficer in the 25th Infantry Divi- 
sion during the Korean War. He 
was awarded a Bronze Star in 
1952 for his service in that con- 
flict. 


engaged in 


he National Health Council 

has announced a_ three-day 
conference on problems of com- 
munication in The 
meeting will be at the Waldorf- 
Astoria Hotel, New York City on 
March 14-16. The 71 member or- 
National 
private 


medicine. 


ganizations of the 
Health 
and government agencies as well 
American Medical 
The conference will con- 


Council include 


as the Asso- 
ciation. 
sider 


problems in the _ proper 


spread of research information 
as well as the increasing interest 
of the lay press in medical news. 
ore than 60 industrial medi- 
cine experts met at The Uni- 
versity of Michigan Medical Cen- 
ter December 2 and 3, for the 12th 
annual Selby Discussional. 
Three University of Michigan 
experts related new developments 
in their specialties and their ap- 
plications to industrial health: 
MAURICE H. SEEVERS, M.D., Profes- 
sor of Pharmacology, spoke on 
drug intoxications; FREDRICK H. 
SHILITO, M.D., Medical Director of 
American Can Co. and nonresi- 
dent lecturer at the University of 
Michigan, discussed the _ physi- 
ology of man in space; and WIL- 
LIAM H. BEIERWALTES, M.D., Direc- 


ior of the Clinical Radioisotope 


Unit at Hospital, 
spoke on the treatment of radia- 


University 


tion injuries. 

The Selby Discussional was es- 
1948 by CLARENCE 
retired Medical Di- 
Motors Corpo- 
MCCORD, M.D., 
Medi- 
Univer- 
The 
event was sponsored by the In- 
stitute of Industrial Health, the 
School of Public Health and the 
University Medical 


tablished in 
SELBY, M.D., 
rector of General 
ration, and CAREY P. 
Consultant in Industrial 
Both still serve the 
part-time 


cine. 


sity on a basis. 


Center. 


The University of Miami School 


of Medicine will 
third 


on Occupational 


sponsor the 
Conference 
Medicine 
Toxicology August 6-10, 1961, in 
Miami. DR. WILLIAM B. DEICH- 
MANN, of Pharmacol- 


Inter-American 
and 


Professor 
ogy at the medical school, is gen- 
eral chairman of the conference, 
with DR. JOSE VIVAS, Dean of the 
University of Puerto School of 
Medicine, as co-director general. 

The conference, to be held at 
the Biscayne Terrace Hotel in 
Miami, will be completely _bi- 


The Medical Department of 
Pan American's Guided Mis- 
siles Range Division at Pat- 
rick Air Base and 
Cape Florida, 
has been cited for the con- 


Force 
Canaveral, 


structive health services ren- 
dered to its 5000 
ployees. Medical Director 
L. P. La Roche, M.D., right, 
is shown explaining award 
to Vice President R. S. Mit- 
chell. The Certificate of 
Health Maintenance was 
awarded by the Occupation- 
al Health Institute. 


em- 


lingual. Some 50 scientific papers 
will be delivered in English or 
Spanish. Simultaneous transla- 
tion will make the proceedings 
available through earphones. 

A conference room will be set 
up as a miniature United Na- 
tions, with translators’ booths 
and earphones at each seat. The 
translators will handle both pre- 
pared papers and the discussion. 

Delegates expected from 
Mexico, Guatemala, Puerto Rico, 
Cuba, Peru, Argentina, and other 
Latin American countries. In ad- 
dition, representatives of many 
American companies and univer- 
interested in inter-Ameri- 
can industrial and _ toxicological 
problems are expected to attend. 

M. EUGENE FLIPSE, M.D., Profes- 
sor of Medicine at the University 
of Miami, indicates that there 
will be papers on medicine in the 
tropics, microwave and ionizing 
radiation, antibiotics and other 
drugs, dermatology, pesticides, 
fungicides, heavy metals, etc. 

Anyone desiring to present a 
paper must submit the abstract 
to DR, FLIPSE by March 31, 1961. 


are 


sities 





* AMERICAN ASSOCIATION OF RAILWAY SURGEONS + 





Officers — 1960-1961 


President: 


Water D. Assott, M.D., Des Moines, Iowa. 


President-Elect 
CHEsTeR C. Guy, M.D., Chicago, III. 
Vice Presidents 

WILLIAM H. SAxToNn, M.D., Huron, So 
Rurvus B. Rosins, M.D., Camden, 
W. K. West, M.D., Oklahoma City, Okla. 
Treasurer 

JoHN R. WINSTON, M.D., 
Secretary 
Cart Y 
Recorder 
James K. Stack, M.D., 


Chicago, Il 
WERELIUsS, M.D., Chicago, II 


Chicago, IIl. 


Dak. 


Arkansas 


Executive Board 


ARTHUR R. Metz, M.D., Chicago, Ill, Chairman 
RoBert M. GRAHAM, M.D., Chicago, IIL. 
RAYMOND HOUSEHOLDER, M.D., Chicago, IIl. 
A. M. W. Hursu, M.D., Philadelphia, Pa. 

J. M. L. JENSEN, M.D., Chicago, II. 
RAYMOND B. Kepner, M.D., Chicago, ill. 
ERNEST C. OLSON, M.D., Chicago, IIL. 

Ray S. WESTLINE, M.D., Chicago, III. 

T. L. HANSEN, M.D., Chicago, III. 

last. to Secretary-Treasurer: 


Mr. FRANK PARKER, 59 E. 
Chicago, 5, II. 


Van Buren St., 
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Send them back to work with BUFFERIN’ 


When the complaint calls for fast pain relief — whether it be for 


headache, sore shoulder, or ““Monday-morning misery’’— dispense 
BUFFERIN, and avoid the secondary complaint of salicylate gas- 





tric irritation. 8.7%* of employees to whom you give plain aspirin 
may return the same day with an upset stomach. BUFFERIN 
contains the exclusive anti-acid combination, DI-ALMINATE, 
for neutralizing acidity as well as speeding salicylate absorption. 


Based on patient intolerance to plain aspirin therapy reported by Tebrock, H.E.: Ind. Med. & Surg. 20:480, 1951 


BRISTOL-MYERS * 630 FIFTH AVENUE « NEW YORK 20 ¢ NEW YORK 





outstanding 


nutritional 





MazoLa Margarine is an economical tablespread and 
serves as a solid shortening, rich in linoleates and low in 
saturates—making it an ideal dietary adjunct in the man- 
agement of serum cholesterol. It contains 2 to 3 times as 
much natural linoleic acid as any other margarine readily 
available in grocery stores from coast to coast, and 5 to 8 
times as much as butter. It contains no dairy or animal 
fats, no coconut oil, and no cholesterol. 


MAZOLA Margarine is indistinguishable from other 
quality margarines as to taste, aroma and handling 
characteristics. Thus, it can be part of the regular diet 
for the whole family, including the hypercholesterolemic 
patient. The major ingredient in MazoL_a Margarine — 
liquid Mazoxa Corn Oil—is NOT hydrogenated, thereby 
preserving its rich content of linoleates. 


Send for free booklet: 
“Recent Advances in the Dietary Control 
of Hypercholesterolemia.” 


ifom-lfeo Milam ial — 
rol T =) fa "mrotelalige)| 
fo) -X-1 a lag) 
redaleo}(-1-j(-]ge]| 





MARGARINE 


scientifically formulated with 
pure liquid non-hydrogenated 
MAZOLA Corn Oil. 


U.S. Pat. No. 2,955,039 


— 


The average daily intake, two ounces or 56.8 Gm. 

(4 tablespoons) of MAZOLA Margarine, supplies 
Linoleic acid .. Seabee CESS 
Oleic acid .... Sidoncigebunss areas 
Saturated fatty acids ... iced 8 Gm. 
Plant sterols (sitosterols) ...... 215 mg. 
Natural tocopherols ........... 30 mg. 
Vitamin A ... USP units 
Vitamin D . 250 USP units 
Calories ...... 


Available in the refrigerator sections of grocery 
stores in the same general price range as other 
Premium quality margarines, in 1-lb. packages (four 
1% Ib. sticks). 


BEST FOODS - Division of Corn Products Co., NEW YORK 22, N.Y. 





RATIONAL THERAPY 
IN A WIDE RANGE OF 
COMMON SKIN DISORDERS 


INFECTED AND POTENTIALLY INFECTED DERMATOSES / PYODERMAS / ULCERS 
BURNS / AFTER PLASTIC, ANORECTAL AND MINOR SURGERY 


FURACIN-HC Cream combines the anti-inflammatory and antipruritic effect of hydrocorti- 
sone with the dependable antibacterial action of FURACIN®, brand of nitrofurazone—the 
most widely prescribed single topical antibacterial. The broad bactericidal range of 
FURACIN includes stubborn staphylococcal strains, and there has been no development 
of significant bacterial resistance after more than a dozen years of widespread clinical 
use. FURACIN is gentle to tissues, does not retard healing; its low sensitization rate is 
further minimized by the presence of hydrocortisone. 

FURACIN-HC Cream is available in tubes of 5 Gm. and 20 Gm. Fine vanishing cream base, 
water-soluble. 

NITROFURANS—a unique class of antimicrobials / EATON LABORATORIES, NORWICH, NEW YORK 


Products of Eaton Research 
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as powertul as the narcotics 
in cough suppression... 
but much longer acting 


NON-NARCOTIC 
; ea 


Chlophedianol HCI 


SYRUP 


one teaspoonful affords 
4 to 8 hours’ freedom 
from cough distress 


notable safety 


extensive clinical 
experience 


For Children, too 


well tolerate 
c ompatible 
cations. 


Exceptionally wit 
cotic overlay 3 


‘ndicated medi 


h other 


ULO maintains its maximal cough-suppressant 
effect undiminished for 4 to 8 hours, thus calling 
for fewer daytime doses and usually providing free- 
dom from cough distress through the night. 


There are no known contraindications. Free from 
the undesirable side actions of narcotics. Side effects 
such as nausea and transient dizziness occur 
infrequently. 


Used in thousands of patients with acute cough 
from any cause, ULO has proved as effective as 
narcotics but superior to them in duration of action. 


Write for Physicians’ Reference Brochure with full 
bibliography. 


Northridge, California 
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+ when it can stand up to punishment 
For greater resistance to dry heat...B-D ACE Rubber Elastic Bandage incorporates a newly 
developed, heat-resistant extruded latex rubber. As a result, ACE withstands 320° F. dry-heat 


sterilization...maintains its elasticity longer than ordinary bandages. And remember, only 
ACE provides a balanced weave of warp and woof threads to assure continuous uniform support. 





at Be sure you get the clastic B - D BECTON, DICKINSON AND COMPANY - Rutherford, New Jersey 


bandage you order 8 ; 
-D and ACE t ‘ 
ACE is made only by B.D an are registered trademarks 


es26' 
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TOPICAL STEROID NEWS: 
BREAKTHROUGH IN THERAPY 


In steroid responsive dermatoses you 
may prescribe new Panzalone Cream for 
rapid healing without concern about side 
effects and cost-to-patient, even when 
used on extensive areas for prolonged 
periods. 


% CREAM 


PANZALONE 


deita-5-hemisuccinoxypregnenolone*, DOAK 


BREAKTHROUGH IN THERAPY 


because the 2% concentration of Panzalone Cream 
helps assure quick relief of symptoms and more 
rapid healing of lesions, 

because Panzalone is a new and fundamentally 
different steroid for topical application; it is non- 
corticoid and thus cannot produce corticoid side 
effects and 

because cost-to-patient of an Rx for Panzalone 
Cream, reflecting the economies in synthesis of 
this new steroid, will be less than ¥2 the average 
for comparable topical steroid creams. 

Panzalone Cream is applied 3-4 times a day, supplied as 
15 Gram (1/2 02.) tubes. Each gram of water washable cream 
contains 20 mg. of delta-5-hemisuccinoxypregnenolone 
(A5-pregnen-3(8)-hemisuccinoxy-20-one), DOAK with 
Buro-Sol®, DOAK (equivalent to 3.38 mg. aluminum acetate), 
pH 5.5. Distributed in Canada by Trans-Canada Pharmacal 
Co., Montreal, P. Q. "PATENT PENDING 


DOAK Pharmacal Co., Inc., New York 16, N. Y. 





“It’s about time someone developed a 
good analgesic that controls pain and 
also allows the patient to stay awake and 
cooperate better with the nursing staff.” 


“It’s about time we had an analgesic 
that doesn’t keep postoperative patients 
knocked out. I’d like to see them awake 
after operation. I’d worry less about 
hypostatic pneumonia and venous stasis.” 
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Alvodine 


ethanesulfonate 
Brand of piminodine ethanesulfonate 


Alvodine is the first narcotic analgesic that provides practically 
“pure” analgesia. It relieves pain without causing drowsiness 
(93.7 per cent of 1577 patients) or significant euphoria (99.2 
per cent). When sleep follows the administration of Alvodine, it 
is due to relief of pain, not to hypnosis. In therapeutic dosage, 
Alvodine is safer than morphine because it has little effect on 
respiration and circ ilation. Nausea and vomiting are rare fol- 
lowing its use. Unlike codeine and morphine, it does not cause 





“The time is here— 
and the drug is Alvodine. 


Alvodine relieves pain as well as morphine 


“Tt’s about time a strong analgesic without 
undue sedative action was available for 


ambulatory patients. Many of my cancer 
. does, without causing hypnosis and with 
patients who are up and around could use 

: . virtual absence of drowsiness. It should 
an agent that doesn’t make them drowsy, ve 
aa ae be the answer to your problems. 
doesn’t force them to bed too soon. 
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new approach to “pure” analgesia 


constipation. In contrast to most other analgesics, Alvodine is 

fully effective when administered orally. Injection may be given 

for quick action or when parenteral use is indicated. 

Alvodine tablets, 50 mg., scored. Average oral dose for adults: 

from 25 to 50 mg. every four to six hours as required. . 

Alvodine ampuls, | cc. containing 20 mg. per cc. Average sub- [Jivithrop LABORATORIES 
cutaneous or intramuscular dose- for adults: from 10 to 20 mg. eens Ya SS. 
every four hours as required. Narcotic Blank Required. Alvodine, trademark. 





The 613-R Dynaclave 
low-cost, high-speed 
avtoclave — portable 
automatic — efficient 


EVERY ! 
PHYSICIAN anmiaioneho 
CAN NOW GIVE PATIENTS THE POSITIVE PROTECTION 


OF PRESSURE STEAM 
STERILIZATION 


One of these Amsco Autoclaves, plus the 
technique training offered by Amsco can aid 
your efforts toward improved patient protec- 
tion. At the same time, you can attain a more 
efficient and economical office operation. 

A balanced combination of advanced 
equipment, sound techniques and specialized 
services has made Amsco the largest 


The all-purpose 8816 Autoclave . > oa 
manufacturer in this critical field. 


Designed to meet exacting 
surgical sterilization standards — soe * 
To learn how Amsco’s physician-oriented 


Cyclomatic Timer 
services serve you and your office staff, just 
fill in and clip the coupon to your letterhead 
. » mail to American Sterilizer Company, 
Erie, Pennsylvania. 








Ra AMERICAN 


SRS] STERILIZER 
EO EE Send details of Amsco Services to Physicians [) and 
Specifications of Auvtoclaves 613-R [) 8816 [) 1022 () 


Branch Offices and Service Centers j,, 

Atlanta, Boston, Chicago, Cincinnati, Dalles, Nome 

Denver, Detroit, Los Angeles, New Orleans, —— 

New York City, Philadelphia, Pittsburgh Address 

Richmond, St. Louis, St. Poul, San Francisco, —_———— 

Seattle, Tampa, Washington, D. C., . 

including a@ dispersed Amsco Serviceman City Zone 
located near YOU for prompt service. Mail to Americon Sterilizer Compony, Erie, Po. 
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Occupational Hygiene 


Abstracts 


This monthly publication comprises the following sections of the 
Bulletin of Hygiene: 
OCCUPATIONAL PHYSIOLOGY; OCCUPATIONAL DISEASES 
AND TOXICOLOGY; OCCUPATIONAL PSYCHOLOGY; HEAT- 
ING, LIGHTING AND VENTILATION; ATMOSPHERIC 
POLLUTION; PorT, SHIP AND AVIATION HYGIENE. 


The abstracts, prepared by experts from selected papers appear- 
ing in journals, Government and other reports, and books, from 
all parts of the world, present up-to-date information to all 
concerned with health in industry. 


Orders for OCCUPATIONAL HYGIENE ABSTRACTS may be placed 

with booksellers or sent direct on the appended form to the Bureau of 

Hygiene and Tropical Diseases. The cost of an annual subscription 
(January to December), to include index and postage, is $4.25. 


> a I A 


Pneumoconiosis 
Abstracts 


The abstracts on Pneumoconiosis and related subjects, published 
by the Bureau of Hygiene and Tropical Diseases between 1926 
and 1955, have been classified and issued in three volumes of 
PNEUMOCONIOSIS ABSTRACTS. Together, they form a com- 
prehensive record of research in the period on all forms of 
Pneumoconiosis and on Dust Sampling, Analysis and Control. 


Vol. I 1926-1988 319 pp. $ 9.50 ae 
Vol. II 1989-1950 480 pp. $11.75 pees 
Vol. III 1951-1955 355 pp. $ 9.75 


From 1956, continuity of this record is maintained by the OCCU- 
PATIONAL HYGIENE ABSTRACTS and their annual indexes. 


ORDER FORM 
To: Bureau of Hygiene and Tropical Diseases, Keppel Street, London, W.C.1 


*I wish to subscribe to OCCUPATIONAL HYGIENE ABSTRACTS for year 
*I wish to purchase PNEUMOCONIOSIS ABSTRACTS Vol. I/II/III 


Cheque/postal order/money order for $ is enclosed. 
Name (BLOCK CAPITALS) 


*Delete if inapplicable. 








studies in 706 patients 
show that 


DESITIN 


OINTMENT 


promotes 
“early, clean 


e burns (first, second, third degree) 
e abdominal fistulae and wounds 

e pressure sores and ulcers 

e pilonidal cysts and sinuses 


e ano-rectal wounds « chest wounds 
samples and new reprint! on request. 


DESITIN CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. 


1. Grayzel, H. G., and Schapiro, S.: Western J. Surgery, Obstet. & Gyn., Oct. 1956, 
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PARAFON 


for relief of pain and muscle spasm 


Winter activity often calls soft 

and unused muscles into play. To 

relieve the frequently painful conse- 
quences, a logical choice is PARAFON. 
Combining a superior muscle relaxant 
with a preferred musculoskeletal analgesic, 
PARAFON promptly alleviates pain and 
stiffness, restores mobility, and accelerates re- 
covery. Just 2 tablets provide up to 6 hours 
of relief. PARAFON is effective in mus- 
culoskeletal disorders, such as sprains, 
strains, myositis, whiplash injuries, low 
back pain, and fibrositis. Side effects. 

are rare, almost never require 

cessation of therapy. 


Dosage: Two tablets t.i.d. or q.i.d. 
Supplied: Scored, pink tablets, bottles 
of 50. Each tablet contains PARAFLEX® 
Chlorzoxazonet 125 mg., and TYLENOL® 
Acetaminophen 300 mg. 


+U.S. Patent No. 2,895,877 
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the gentlest doctors in town 
stop pain with Nu ercalnal 


(dibucaine CIBA) 
... For minor cuts and burns, sunburn, hemorrhoids, removing 
sutures, performing routine office surgery, making instrument 
examinations. And, to best suit every situation, there’s 
a choice of Ointment, Cream, Lotion, Suppositories. 


2/2774me 


CIBA 


Rote SUMMIT, N. J. 
Complete information available on request. - 


“stop hemorrhoid pain with 
NUPERCAINAL SUPPOSITORIES: 
exact dosage * fast acting 
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me QUALITY OF PRODUCT 
“ IS ESSENTIAL TO 
CONTINUING SUCCESS 





Under this famous sign 
the pioneers of tobacco research 
now celebrate a 


GOLDEN 
ANNIVERSARY 


Tobacco research began in 1911. The pioneer was The American 
Tobacco Company. ‘loday in Richmond, Virginia, our large, modern 
research center testifies to the fact that The American ‘Tobacco Com- 
pany is the leader in this field—the pioneer in a dramatic new world 
of tobacco research. 

American Tobacco’s research program now embraces every con- 
ceivable facet of the industry from growing the tobacco leaf to packag- 
ing the finished cigarette. Today great emphasis is placed on fundamental 
research into the nature of tobacco and tobacco smoke. ‘Tremendous 
progress has been made. And as the program enters its second half 
century, the importance of progressive research policies is being 
stressed more than ever before. For research is essential to quality—and 
at American Tobacco, ‘‘quality of product is essentzal to continuing 


success.” 


'GARETT E RESEARC H 
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With PHENAPHEN ‘ROBINS’ for medical relief of pain— 


“THE AMOUNT OF LOST TIME 
... WAS GREATLY REDUCED" 
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PHENAPHEN & 


— superior analgesic for ambulant patients 
—“satisfactory for everyday industrial use”’* 


‘ 


2 
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— reports this industrial physician* 


In his recent on-the-job study of pain relief in 
industrial practice, Murray” observed that: 


1. Phenaphen is more effective than a standard 
aspirin-phenacetin-caffeine formula for relief of 
moderate to severe pain... 


2. Phenaphen is free from side effects despite 
its greater analgesic action... 


3. Phenaphen is safe for machine 
operators since it is free from soporific effects, 
and thus permits returning to work or driving 
home with complete safety... 


4. The superiority of Phenaphen is 
shown by the fact that “the amount of lost 
time .. . was greatly reduced.’’* 


Formula: Each capsule contains: 

Acetylsalicylic acid (22 gf.)...ccserseecsseee 162 mg. 
Phenacetin (3 gP.)...:scccsereereee 194 mg. 
Phenobarbital (%4 gr.)... I MD © 16.2 mg. 
Hyoscyamine sulfate (1/2000 gr.)........0 0.031 mg. 


Dosage: One or two capsules as required. In industrial 
practice, Murray noted that “because of the complete 
absence of side effects, it is justifiable to increase the 
medication to two tablets every four hours.’’* 


Supply: Bottles of 100 and 500 capsules. 


*Dr. R. J. Murray, Medical Dept., Sperry Gyroscope Co., 
in an article published in the New York State Journal of 
Medicine, August 15, 1953 (Vol. 53, No. 16). 


For more severe pain, Phenaphen is also 
available with varying dosages of codeine 
added to the basic formula, providing 
greater analgesia, free from the habituation 
hazards of addicting narcotics, as: 
PHENAPHEN WITH CODEINE PHOSPHATE "5 GR. 
(Phenaphen No. 2) 


PHENAPHEN WITH CODEINE PHOSPHATE '2 GR. 
(Phenaphen No. 3) 

PHENAPHEN WITH CODEINE PHOSPHATE 1 GR. - 

c (Phenaphen No. 4) 


A.H. ROBINS CoO., INC. « Richmond 20, Virginia 
Ethical Pharmaceuticals of Merit since 1878 





A new concept 


LIDA-MANTLE 


e Felieres itching and topical pain within minutes 
local anesthetic.” 


“superior to any existing 


. rE ? noline 
e \ I t 


Virtually non-irritating, non-allergenic, non-toxic 
... over a million uses without a single verified case of sensitization.” 


e The exclusive ACID MANTLE vehicle soothes sensitive skin, speeds healing and wards 
off recurrences by rebuilding the protective barrier of acidity that helps skin resist 
inflammation, trritation and infection. 


Available as Creme in ¥ oz. and 1 oz. tubes owas 
3° Xylocaine* HCI (brand of lidocaine hydrochloride 


n the exclusive ACID MANTLE vehicle 
*Reg. T.M. Astra Pharmaceutical Products, Inc. U.S 


: DOME CHEMICALS INC. 
Pat. No. 2,441,498 tReg. T.M. Dome Chemicals In ss y eee 
1. Crawford, O. B.: Anesthesiology 14:278, 1953. 2. Wiedling, S.: Xyk ew York 4 © os Angeles 


- Vlocaine, The Pharmacolog Basis For its Clir 
Use, Stockholm, Almquist and Wiknell, 1959 





Armour 
Pharmaceutical Company 
extends its thanks 
to the profession 


In the several months since the introduc- 
tion of our new oral systemic anti-in- 
flammatory enzyme tablet, Chymoral, we 
have received some very encouraging com- 
ments from the profession regarding its 
clinical success in the enzymatic manage- 
ment of inflammatory processes. We would 
like to extend our thanks to those who 
have already used and commented on 
Chymoral. Since we are deeply interested 
in extending our knowledge of the thera- 
peutic range of this new product, we will 
welcome any further comments you may 
want to make. To those who have not yet 
used Chymoral, we extend an offer to give 


it a therapeutic trial. 


The therapeutic and prophylactic effects 
of Chymoral include anti-inflammatory, 
antiedematous and mucolytic activ- 
ities.’ It liquefies thick secretions in 


bronchitis and in asthma with bronchi- 
tis: eases the racking cough of emphysema 
and increases elimination of bronchial 
secretion; cuts healing time in accidental 
or surgical trauma; is a useful adjunctive 
therapy in inflammatory dermatoses; en- 
courages healing in gynecologic conditions; 
reduces pain and swelling and thus pro- 
motes faster healing in urologic conditions; 
and reduces the extent of inflammatory 
changes in ophthalmie and otorhinolaryn- 


gic conditions. 


We are very pleased indeed that the prod- 
uct has found a useful place in the range 
of therapeutic tools available to the doctor 
for management of the inflammatory proc- 
ess. Armour feels that enzymes are a new 
and exciting development in anti-inflam- 
matory therapy; one which may well carry 
chemotherapeutics forward a long step. 


eres 


Robert A. Hardt 
President 


vine, A, J.: Davis, O. F., and Horwitz, B.: Clinical 


1 Oral Anti-inflammatory Enzyme Preparation. Clin. 


50. 2. Billow, B. W 


Robinson, M., and Paley, S. S 


Anti-inflammatory E 
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Cabodeville, A. M.; Stern, A.; Palm, 
Clinical Experience with an Oral 
zyme for Intestinal Absorption. Southwestern 


Med. 47 :286, 1960.3. Teitel, L. H.; Seigel, S. J.; Tendler, J.; Reiser, P., 
and Harris, S. B.: Clinical Observations with Chymotrypsin in 306 


Patients 


ndust. Med. & Surg. 29:150, 1960. 4. Clinical Reports to the 


Medical Dept., Armour Pharmaceutical Company, 1959. 5. Reich, W. 


and Nechtow, M. J.: Scientific Exhibit, A.M.A. Meeting, Miami, 


Florida (June) 1960. 6. Taub, S. J.: Chymotrypsin Therapy of Bronchial 


Asthma. Clin. Med. 7:2575, 1960. 


ARMOUR PHARMACEUTICAL COMPANY e« KANKAKEE, ILLINOIS 


Armour Means Protection 
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Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity— 
and fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity —often 
in days instead of weeks. 


(carisoprodol, Wallace) Soma is notably safe. Side effects are rare. Drow- 
() Wallace Laboratories, Cranbury, New Jersey siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 

1 TABLET Q.I.D, 





What does high ““ABA”’ 


mean to you? Lilly 


aemyigiuinpeiiat 
High serum levels of antibacterial 
activity mean fewer treatment 
failures in severe infections or in 
infections only marginally sensi- 
tive to penicillin. In other words, 


high “ABA” means. 
consistently dependable 
clinical results 


es 
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V-CILLIN i § 


intense antibacterial activity 

V-Cillin K produces greater anti- 
Lacterial activity in the serum 
against the common pathogens 


than any other oral penicillin.'-* 


unsurpassed safety 


No form of penicillin has been 
shown to be less allergenic or less 
toxic than V-Cillin K.4.5 


proved clinical effectiveness 


Documented experience with 
penicillin V and potassium peni- 
cillin V reveals the clinical excel- 
lence of V-Cillin K. 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 


133216 
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Now at lower cost to 
your patient 

Prescribe V-Cillin K, in scored 
tablets of 125 and 250 mg., or 
V-Cillin K, Pediatric, in 40 and 
80-cc. bottles. 
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Symposium: DETERMINATION, EVALUATION. 
AND RATING OF DISABILITIES 


@e HOWARD A. RUSK, M.D. 
Professor and Chairman 
Department of Physical Medicine and Rehabilitation 
New York University Medical Center 


Introductory Statement 


“Nince the earliest beginning of workmen’s 
compensation in the United States in the 
first part of this century, industrial physi- 
cians and surgeons have been concerned 

with the complex and intricate problems of dis- 
ability determination. At the outset the system 
relied primarily on scheduled payments for 
specific anatomical factors. This system was 
recognized as highly unsatisfactory, but one of 
its advantages was its objectivity in that evalu- 
ation ratings based on anatomic considerations 
were relatively consistent from patient to pa- 
tient and from physician to physician. 

Later, the element of the functional capacity 
of the injured workmen was brought into the 
picture in recognition of the fact that there 
were vast differences between the functional loss 
among injured workmen with the same anatomi- 
cal factors because of the relationship of such 
anatomical factors and their particular profes- 
sions. 

The loss of a finger to a violinist could hardly 
be rated the same as the loss of an identical 
finger for a laborer. 


The four papers in this symposium were presented at the 
Eighth World Congress of the International Society for the 
Welfare of Cripples in New York City, August 28 to September 
2, 1960. Dr. Rusk served as President of the Congress. The full 
450 page Proceedings of the Congress are available from the 
International Society, 701 First Avenue, New York 17, New 


York, at $2.00 per copy. 
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The increasing recognition of both the justice 
and logic of placing disability determination on 
a functional capacity of the disabled individual 
physically, psychologically, socially and _ voca- 
tionally cannot be denied. This concept, however, 
has made the role of the industrial physician 
and surgeon in disability determination even 
more difficult. 

This symposium, originally presented at the 
Eighth World Congress of the International 
Society for the Welfare of Cripples in New 
York in September, 1960, presents the views 
of leaders in disability determination in four 
nations — Guatemala, Sweden, Great Britain, 
and the United States. None are industrial physi- 
cians and surgeons. One, in fact, Mr. Konrad 
Persson, is not a physician. 

Aside from the interesting content of these 
four papers, this symposium has two other as- 
pects of interest to those concerned with indus- 
trial medicine. First, it demonstrates that 
through the development of social security sys- 
tems throughout the world there are many others 
who now join with industrial physicians and 
surgeons in their concern for developing more 
effective methods for the determination, evalua- 
tion and rating of disabilities. Second, it demon- 
strates that the technical problems facing both 
physicians and patients are quite the same 
throughout the world. 





1. United Kingdom: DETERMINATION, EVALUATION, 
AND RATING OF DISABILITIES 


e C. G. MAGEE, C.B.E., F.R.C.P. 


Ministry of Pensions and National Insurance 


London, England 


he comprehensive title to this paper invites 

no limitation of prospect and is interpreted 
literally as inclusive of all forms of disablement 
arising spontaneously as in sickness and aging, 
arising from the violence of industrial accident 
or war, or from the noxious attributes of in- 
dustry. On this conception it is clear that the 
horizon is not bounded solely by scalpels, splints, 
braces, and plaster of Paris and, indeed, it has 
been my experience in practice that in fact the 
medical manifestations of illness, physical or 
mental, provide by far the greatest load of dis- 
ablement. Yet for this occasion the restrictions 
of time enforce a narrower view, and I shall deal 
in this paper only with disablement which re- 
sults from the hazards of war or civil occupation. 

Further to consider the title I would say that - 

To Determine is to establish that disablement 
in fact exists and that it is in causal relationship 
to occupation or war service; 
To Evaluate is to take cognisance of the total ef- 
fect of disablement, not only on the physical and 
mental processes of the individual but also on 
his way of life, his work, home, family, the in- 
creased burden on his wife, the education of his 
children the hidden costs of disablement; 
To Assess is to express in terms of universal 
understanding and acceptance the extent of the 
handicap resulting from injury or disease. This 
assessment is estimated by reference to the phys- 
ical and mental capacity for the exercise of the 
necessary functions of a normally occupied life 
which would be accepted in a healthy person of 
the same age and sex. The assessment is ex- 
pressed as a percentage which represents the 
extent by which the disablement has reduced 
that capacity and is a matter for decision by 
doctors. 


History of Development 


The world has never known freedom from ill- 
ness and injury and even at the time of the 
Exodus in the ancient laws and ordinances of 
Moses we read: “And if men strive together and 
one strike another with a stone or with his fist 


and he die not but keepeth his bed, if he rise 
again and walk abroad upon his staff then he 
that smote him be quit; only he shall pay for the 
loss of his time and shall cause him to be thor- 
oughly healed.” In England, as in other countries, 
the function of healing from the earliest times 
was inseparable from religious practice and 
superstitious rites. It was not until the early 
Middle Ages that the foundation of hospitals 
engaged the attention of kings, bishops, mer- 
chants and municipalities. The ravages of dis- 
ease, plagues and wars left a considerable residue 
of maimed and poor and destitute and a gradual 
development of interest in these as a social 
problem led eventually, in England, to the inter- 
vention of the State and the passage of Public 
Health Acts which placed statutory duties on the 
local authorities and townships, from which 
eventually developed the Health Service as we 
know it in England today, and which, if to be 
given a specific date for its modern structure, 
could reasonably be said to have begun with the 
Health Insurance Act in 1911. 

Alongside these developments in the general 
health and welfare service of the country there 
gradually evoived and developed two other ser- 
vices. The first of these provided for compen- 
sation for workmen injured while at work: a 
landmark here was the passage in 1897 of the 
Workmen’s Compensation Act. The second was 
concerned with compensation for war wounds 
and disablement and had been developing grad- 
ually over a hundred years until receiving the 
special impulse excited by the phenomenal muti- 
lation of the 1914-18 war. The imperative need 
then for an organisation to provide treatment 
and compensation for the wounded led to the 
establishment in the United Kingdom of the 
Ministry of Pensions, which has occupied a spe- 
cial place in the minds of those concerned with 
disablement and rehabilitation from that day 
onwards. The common purpose of these three 
schemes, viz., the care of the sick and injured, 
became more obvious with the passage of time, 
and when the new National Insurance Acts were 
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introduced in 1946, the Sickness and Injury 
Benefit Schemes were dealt with as one respon- 
sibility of the state. By 1953, War Pensions and 
Industrial Injury Benefits were seen to serve 
another common purpose and were similarly 
placed under one Minister. 

It will be seen then that the benefits provided 
for the disabled in the U.K. flow in three broad 
streams: 

A. From: the National Insurance Fund to 
which everyone between 16 and 60 contributes by 
the purchase of stamps (with certain minor ex- 
ceptions ) 

To: those insured persons medically certi- 
fied as incapable of work because of bodily or 
mental sickness. 

B. From: the Industrial Injuries Fund _ to 
which all persons engaged in insurable employ- 
ment — and the employees — contribute 

To: the injured in industry, either by ac- 
cident or by industrial disease. 

C. From: monies voted by Parliament and 
noncontributory 

To: all ex-service men and women whose 
disablement is due to or aggravated by War Ser- 
vice. 

As already indicated, in this paper I shall deal 
only with the two last-named groups. 


Framework of the Insurance Scheme 


The scheme having been agreed in the British 
Parliament as likely to meet the needs of a popu- 
lation seeking this kind of insurance cover, there 
could be no point in being niggardly or obstruc- 
tive in administration. The people destined to 
benefit are often ill, harassed or impecunious. 
Immediate settlement of their claims means re- 
lief from their anxieties and will tend to shorten 
their illness. It is therefore essential that even a 
large and impressive government department 
must go out into the highways and byways. De- 
centralisation is the keynote, and in the United 
Kingdom we have over 900 local offices engaged 
in the determination of claims and the disburse- 
ment of compensation. The recipients are benefi- 
ciaries by right and the Ministry’s staff must 
act as their friend and ally in ensuring that they 
reap the full benefits to which they are entitled. 
Behind this simple design is an elaborate organ- 
isation of great complexity, financial, legal, med- 
ical, welfare, under the control of a Minister 
responsible to Parliament and employing over 
30,000 staff. 

It is noteworthy that, amongst the many ad- 
vantages enjoyed under the British scheme, men 
working abroad for a British employer in the 
following countries are covered: 

Belgium, Denmark, Finland, France, Irish 
Republic, Israel, Italy, Jersey, Luxembourg, Mal- 
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ta, Northern Ireland, Norway, Sweden, Switzer- 
land, The Isle of Man, The Netherlands, and 
Yugoslavia. 


The Scheme in Operation 


Although the arrangements for the determina- 
tion and evaluation of disablement, whether aris- 
ing in war or industry, follow broadly a common 
path, there are certain variations in detail which 
are imposed by the different circumstances in 
which the disabled person finds himself. In the 
case of the soldier, he is usually still in the 
Army, paid and catered for, and the march of 
events need not be hastened. In the case of the 
breadwinner injured at work, faced not only 
with incapacity but also with the cessation of 
his wages, urgent action is necessary. The ar- 
rangements for this situation are by now well 
tried and it has been found that a lay official, 
the Insurance Officer, is well able to deal expe- 
ditiously with the claims to Industrial Injury 
Benefit. The procedure is as follows: the injured 
man reports his accident to his employer and 
consults his doctor or the hospital surgeon, who 
gives him a medical certificate of unfitness for 
work. This certificate is sent to the Insurance 
Officer who, on confirmation from the employer 
that the accident did arise out of and in the 
course of insurable employment, can award com- 
pensation to the injured person. Long experience 
of a multitude of cases allows the Insurance Of- 
ficer to reach a conclusion on the interpretation 
of the medical aspects in most cases, but if he is 
in doubt there is at hand a Ministry Medical 
Officer to advise him. 

The first compensation paid to the injured 
civilian is called Injury Benefit and as this pay- 
ment is a fixed weekly amount for a period not 
exceeding 26 weeks, neither evaluation nor rat- 
ing considerations apply at this stage. The need 
now is for the determination of the status of 
the injury as an Industrial Injury, i.e., one aris- 
ing from an accident or a prescribed disease (a 
disease recognised as a special risk of a particu- 
lar occupation) whilst the injured person is do- 
ing what he is employed to do in the course of 
insurable employment, and all employment in 
the U.K. under a contract of service is insurable 
under the Industrial Injuries Act. |There are 
approximately 22 million people in the U.K. in- 
sured against Industrial Injury]. 

The second phase of compensation is known 
as Disablement Benefit and may be claimed if, 
as a result of an industrial accident (or disease), 
a person suffers a loss of faculty which persists 
beyond the initial period of Injury Benefit. Dis- 
ablement Benefit may take the form either of a 
pension or, for less serious disablement, a gra- 
tuity or lump sum. At this stage both evaluation 
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und rating become important considerations. The 
time for assessment of the residual disablement 
has arrived and the rating is undertaken after 
examination by a Medical Board. 


Medical Boarding Action 


The Medical Boards play a vital part in the 
system of adjudication and assessment of dis- 
ablement, and the same Boards examine both 
claimants to War Pension and claimants to In- 
dustrial Injury benefits. As a rule they consist 
of two doctors, one of whom acts as Chairman, 
appointed by the Minister and recruited from the 
local general practitioners in the vicinity of the 
hundred or so Medical Boarding Centres in the 
United Kingdom. Similar arrangements are in 
operation overseas. The main questions they de- 
cide are the relevance of the disablement to the 
accident or industrial disease, whether the claim- 
ant suffers any disability apart from that claimed 
and, finally, the assessment of the degree of dis- 
ablement and the duration for which the incapa- 
city is likely to persist. 

What is the basis of assessment in the United 
Kingdom? For all injuries, whether war or in- 
dustrial, and for all the diseases prescribed as 
connected with industry, the criterion is the 
sume. It is a comparison of the disabled person 
with a normal healthy individual of the same age 
and sex. No regard is had for occupation, for 
earnings or for individual factors — the violin- 
ist losing his forefinger is no more favourably 
treated than a labourer with the same disable- 
ment. But whilst the whole system of assessment 
is based upon the principle of comparison with 
the normal healthy person, provision does exist 
for augmenting the pension awarded by certain 
supplementary allowances, e.g. a Constant Atten- 
dance Allowance for the very seriously disabled 
or a Special Hardship Allowance for exceptional 
loss of earning power. 

How do we arrive at our assessments and what 
justification is there for them? Let me say at 
once that there is no scientific basis. It is easy to 
believe that a man blinded by any mishap is 
totally disabled, i.e. 100% disabled. The loss of 
two legs, two arms or total paraplegia would in- 
vite the same conclusion. The miner panting in 
his chair with advanced pneumoconiosis would 
command an unqualified opinion of total in- 


capacity. It is against such complete crippling 
that the other assessments are made, e.g. loss 


of one leg below mid-thigh 60% ; amputation 
of one foot with end-bearing stump — 30%; loss 
of one eye, other being normal — 40%. Other 
disabilities, e.g. the ankylosed joint and the gen- 
eral range of diseases will fall naturally into 
place against the background of total disable- 
ment, and a cardiac, pulmonary, intestinal, endo- 
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crine or neurological malady will, in the opinion 
of the Medical Board, be severe, moderate or 
slight and will be expressed in the appropriate 
percentage of rating. Special assessments are 
made in cases of paired organs, i.e. organs whose 
function is complementary, e.g. eyes and limbs, 
and it is usual to assess the loss of functional 
capacity of the two organs working together. This 
may often result in the assessment including dis- 
ablement not related to the injury or wound. 
An example of this would be an increased assess- 
ment for the amputation of one leg when the 
opposite one had been affected by a previous at- 
tack of poliomyelitis. It is usual also to accept 
and assess any disablement which is consequen- 
tial upon the major lesion, e.g. arthritis in the op- 
posite hip joint following amputation. Special 
care is taken in the assessment of disabilities 
which develop as late after-effects of injury or 
disease, e.g. the development of keratitis long 
years after exposure to war gas, the onset of 
epilepsy years after infestation of the body by 
tape worms and the development of cysticercosis, 
or the subsequent development of cerebral atro- 
phy following head injury. The assessment de- 
cided is the estimated degree of incapacity over 
a period which takes account of seasonal fluctua- 
tions; possible improvement under modern ther- 
apy, e.g. tuberculosis; or the natural tendency to 
improve, e.g. malaria; or to progress, e.g. bron- 
chitis. In those cases where a prosthesis can be 
fitted, e.g. artificial limb or spectacles, the sched- 
uled assessment relates to disablement in the 
optimum condition. 

As regards industrial disease there is a 
schedule of diseases which are known to be a 
special risk of certain industries. These diseases 
are “prescribed” for that occupation and the 
determination of disablement is facilitated by 
this prescription, there being a presumption of 
association between the disease and the em- 
ployment. There is no departure, however, from 
the principles already outlined in the evaluation 
and assessment of the disablement resulting. 

The keystone of the Boarding organisation 
is the attainment of uniformity of practice 
throughout the land. This is done by the Head- 
quarters medical staff through conferences, 
visitation of Medical Boards, circularised ad- 
vice and instructions and attention to the pro- 
nouncements of Appeal Tribunals. No less im- 
portant is uniformity at an international level, 
and therein lies the immense value of such a 
conference as the one in which we now take part. 

The attainment of uniformity, and also the 
creation of a background disablement, has been 
facilitated by prescribing certain degrees of 
disablement for specific injuries involving ampu- 
tations through defined sites, loss of certain 
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organs, loss of sight or hearing; at the other 


end of the scale a schedule of assessments for 


specified minor injuries, e.g. loss of a finger, 
also serves to ensure uniform compensation. 
These scheduled assessments vary from 100% 
for the more severe double amputations down 
to 20% for the loss of two fingers or for the loss 
of the terminal phalanx of the thumb. All these 
scheduled assessments are for conditions with- 
out complications and additions will be made 
where the assessment is below 100% for such 
added disablement as might occur in a painful 
amputation stump, the coexistence of tinnitus 
with deafness or of disfigurement of the eyeball 
with loss of vision of one eye. 

The assessments made by the Medical Board 
are usually accepted by the central Departmental 
staff and advisers, but the ex-service man dis- 
satisfied with the decision, either on determina- 
tion, which we call Entitlement, or on assess- 
ment, may take his case to a special Appeal 
Tribunal (constituted of both lay and medical 
personnel) and in certain circumstances as far 


2. Sweden: DETERMINATION. 


as a Judge of the High Court. The provision for 
appeals in case of industrial injury is compar- 
able though not identical. These legal bodies, as 
I have previously mentioned, exert an important 
stabilising influence and help to maintain that 
uniformity of practice so essential to a scheme 
of insurance which reaches out to British sub- 
jects throughout the world. 

This, then, is a quick outline of the scheme 
for Determination, Evaluation and Assessment 
of Disabilities in the United Kingdom. It may 
appear somewhat arbitrary but there is no sure 
scientific approach. What we can say is that, by 
a system of review and appeals to different and 
properly constituted Courts, there is a corrective 
for any of our errors. Finally, a developing and 
already efficient Welfare Service for War Pen- 
sioners provides a further insurance against the 
intangibles of disablement in home and family 
and social environment. And it must never be 
forgotten that optimism and faith in rehabilita- 
tion denies a static attitude towards disable- 
ment and its assessment. 


EVALUATION, 


AND RATING OF DISABILITIES 


@ KONRAD PERSSON, Director-General 
Roval Board of Pensions 
Stockholm, Sweden 


7? items on the agenda of this Congress have 
a close connection. They are the subject of 
a session under my chairmanship, “Organizing 
to Meet the Challenge of Crippling Disease,” 
and the subject we are now treating. When or- 
ganizing the care -— medical or any other treat- 
ment — of persons suffering from diseases or 
defects which can lead to disability, it is not 
possible to ignore the fact that a number of 
them will never be entirely fit for work again, 
even if it is possible to find a job that suits 
their particular disease or defect. 

The treatment must, therefore, also provide 
an idea of their capacity for work and of which 
job suits them, preferably also including train- 
ing and, if possible, in very severe cases, educa- 
tion for such work. Such organization is neces- 
sary in order to be in a position to judge what 
kind of assistance they can obtain from the 
community. In such a way care or the measures 
taken in connection with the latter, i.e. what 
is now called rehabilitation, will also serve as 
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a basis for the determination, evaluation and 
rating of disabilities. It is important that a 
reliable assessment of working capacity be ob- 
tained, not only for the individual claiming a pen- 
sion or a similar benefit from social insurance — 
it must be an advantage to him that his right 
be properly investigated —- but also for the 
social insurance body which has to assess his 
right and for the community which has to 
undertake the cost. 

What I have just said already shows that re- 
habilitation and disablement pensions are closely 
connected. They are parts of a system and can- 
not be separated without inconvenience both to 
the individual and to the community. A conse- 
quence of this is that institutions must be 
created: in which persons in need of social care 
and social insurance benefit can receive treat- 
ment and have their capacity assessed and, if 
necessary, be given training or retraining for 
a new occupation. In other words, institutions 
for comprehensive rehabilitation are required. 





International Survey 


If after these general viewpoints I were to 
go more deeply into the matter, I think it would 
be considerably easier to cope with the problem 
facing us by making first a world-wide investi- 
gation of the general principles applied in social 
insurance for the determination, evaluation, and 
rating of disabilities. I made such an investiga- 
tion many years ago in connection with discus- 
sions on the subject within the International 
Social Security Association. The ensuing dis- 
cussion in international literature has at times 
been rather lively but also somewhat muddled. 
It has not resulted in any major amendments to 
the relevant legislation. Any such amendments 
concerning the main principles have been taken 
into account in the following. 

An analysis of how the concept of disablement 
has been formulated internationally shows almost 
immediately that three main systems have been 
used. According to the first system, degree of 
disablement is as a rule based directly on medical- 


ly ascertainable defects. For example, the loss of 


a thumb means 25% disablement, the loss of 
one eye 20°, etc. This principle has been used 
mainly for industrial injuries and comparable 
insurance. The percentages can of course vary 
from country to country, but, as a rule, the 
principle is the same. It is mainly used with 
external bodily injuries which are relatively 
easy to ascertain, and these constitute the over- 
whelming majority of injuries due to accidents. 
A characteristic feature of this system is that 
a life annuity is payable even for a relatively 
low degree of disablement (e.g. 10% ). 

In the second system, disablement must indeed 
be based on a medical fact of a physical or 
psychic nature. In addition, the medical defect 
must be very serious. (Such a low degree of 
disablement as 10° is never accepted.) But it 
is not this fact in itself that entitles the claimant 
to a pension. Something more is_ required; 
namely, the medical defect be expected to result 
in a long and very considerable reduction in 
the claimant’s ability to work for a living. A 
person with a grave medical defect who can 
nevertheless by his own energy or by measures 
on the part of the community become fit for 
work will not be entitled to a pension (life an- 
nuity). This principle has been applied chiefly 
in those countries where disablement benefit is 
attached in some form to a general, national 
pension scheme. 

A third system is applied in the United King- 
dom, where, instead of a disablement pension, 
sickness benefit is payable for an _ indefinite 
period until the claimant becomes entitled to a 
retirement pension. 


Different Systems and Their Relation 
to Rehabilitation 


It is quite obvious that the importance of 
rehabilitation varies considerably in these three 
different systems. In the first system, based on 
graduated life annuities according to medical 
defect, an increase in working capacity will not 
have any effect on the life annuity, unless it is 
accompanied by an improvement of the actual 
defect. A person in receipt of an annuity for 
25% disablement due to the loss of a thumb, 
who by his own efforts or as a result of rehabili- 
tation can earn as much after injury as before, 
will not have his annuity reduced. 

In the second system, based on long-lasting and 
considerable reduction of capacity to work, no 
pension is payable even in the event of a lasting 
medical defect if the latter can be (or is ex- 
pected to be) neutralized by rehabilitation so 
that the injured person can recover a certain, 
not too small, capacity. The degree of final 
disablement required to qualify for a pension 
varies according to the social insurance system 
applied. Yet, this has nothing to do with the 
actual principle. 

It is obvious that, from a certain point of 
view, the first system favors the individual, as 
it must always be regarded as an advantage for 
him to obtain both an annuity and work. On 
the other hand, one cannot get away from the 
fact, confirmed by experience, that, since re- 
habilitation does not as a rule reduce the medi- 
cal defect nor, consequently, the annuity, the 
community is not given the same incentive to 
rehabilitate the injured person for productive 
work or at least improve his capacity for work. 
If the annuity is sufficiently high, the individual 
is not interested in rehabilitation, fearing, quite 
understandably, that he might lose his benefit 
all the same. This attitude is harmful both to 
the individual and to the community, harmful if 
his labor is needed at any rate. Besides, such a 
system would be very costly if it were to be 
generally applied in social insurance. The reason 
why it is applied in industrial injury insurance 
is probably because a life annuity is regarded, 
as it were, as damages on the part of the em- 
ployer. In addition, rehabilitation had not yet 
been systematized at the time when industrial 
injury insurance was introduced, usually one 
of the first social insurance schemes. 

In the second system, medical care and voca- 
tional rehabilitation measures come — or at 
least should come — in the first place. Investi- 
gations made in modern times have shown that 
very few, not to say no, people are capable of 
doing whatever work is given to them; but also, 
particularly in countries with highly developed 
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and differentiated industry, that only a small 
number of individuals are so handicapped (chiefly 
physically) as to be incapable of supporting 
themselves by their own work. Disablement is 
therefore a question of rehabilitation and labor 
market policy rather than a question of pensions. 
In a system based on vocational disablement, 
medical and rehabilitation measures are of es- 
sential, one might say of paramount, importance. 
A case should not be regarded as a pension case 
until every effort has been made by the com- 
munity to turn the presumptive invalid into a 
person again fit for work, and at the same time 
to get him a suitable job, which is the final 
phase of all rehabilitation. 

In Swedish national pension insurance, the 
concept of disability is based upon the principles 
which characterize System II. The experience 
gained by the Royal Swedish Board of Pensions, 
which administers the national pension insur- 
ance, indicates clearly that such measures should 
be taken before granting a benefit that may last 
for a lifetime. With the exception of periods 
during which the Swedish disablement pensions 
scheme has been improved, the number of per- 
sons receiving disablement pensions has con- 
stantly and considerably decreased during latter 
years. An attempt to analyze the cause of the 
decrease shows that it is mainly the influx of 
new pensioners that has fallen. On the other 
hand, the percentage of withdrawn pensions has 
not increased to any extent worth mentioning, 
as would have been expected and should have 
taken place, as Sweden suffers from a shortage 
of labor. 

In Sweden it is the national pension scheme 
that has gone in deliberately and on a iarge 
scale for rehabilitation. In the industrial injary 
scheme, based upon the principles of System I, 
such measures have occurred only to a small 
extent and, previously, in sickness insurance not 
at all. The reasons why rehabilitation has been 
given such scope in the Swedish national pen- 
sion scheme are of course many, certainly an 
important one being that disability is interpreted 
as vocational disablement. 

What I have already said shows clearly that 
the Royal Board of Pensions makes every effort 
to render fit for work persons who might other- 
wise become partially disabled, and to get them 
back to work by medical care and work therapy, 
in short by what is now described as rehabilita- 
tion. All those who have dealt with disablement 
assessments based on incapacity for work and 
with subsequent rehabilitation know that this 
is a particularly difficult task. It would, of 
course, be considerably easier to have some kind 
of medical scale on which to base the assess- 
ment, as is the case in industrial injury insur- 
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ance, Yet, as can be seen from the foregoing, 
rehabilitation would then be pushed into the 
background and, in addition, such a system 
would be very costly from the point of view of 


pensions. 

Moreover, the disability concept of industrial 
injury insurance can hardly apply, even within 
that insurance, to anything but external physi- 
cal injuries, relatively easy to ascertain. At any 
rate, it is unusable within a pension scheme 
where the most difficult cases are those in which 
the medical defect itself is very difficult to 
assess or which consist of more or less diffuse 
ailments incident to old age. Here the concept 
of disability must be based on the principle of 
capacity for work (self-support) and, at the 
same time, a medical and vocational assessment 
of the patient’s capacity for work at a compre- 
hensive rehabilitation center. This is the only 
way of assessing the degree of incapacity for 
work or self-support. 

On various occasions, in Sweden and else- 
where, the question of a transfer of disablement 
pensions to the sickness funds has been mooted, 
the suggestion being that sickness benefit should 
be paid, as in the United Kingdom, without time 
limitation until retirement, which is 67 years of 
age in Sweden. In this connection the following 
can be stated: A necessary condition for success- 
ful rehabilitation is that the person to be re- 
habilitated wants himself to contribute to a 
favorable result. But how can the patient — 
particularly in difficult cases or such as have a 
great tendency to recur — be expected to “dare 
get better” and contribute to the rehabilitation 
program if he risks losing the safe sickness 
benefit he would otherwise draw until the age 
of 67? Besides, rehabilitation as such is by no 
means a sinecure, nor is the subsequent, from 
the patient’s viewpoint, uncertain or in any case 
extremely tedious, struggle for an existence. It 
is small wonder that the patient should prefer 
to be on the safe side and do all he can to keep 
his sickness benefit, particularly if the latter 
amounts to a sizeable sum. 

In this connection it might be worth mention- 
ing that at the ISWC Congress in Stockholm in 
1951, a British delegate dealt with the question 
as to why efforts to rehabilitate persons suffer- 
ing from chronic rheumatoid arthritis frequently 
failed in his country: all went well until the 
patient was to return to normal work, but then 
it went wrong. The question was never finally 
answered and I, as president of the organization, 
then expressed the hope that it would be further 
discussed at the Congress at the Hague in 1954. 
Yet, for reasons I shall not mention here, this 
did not take place. I cannot say whether the 
question will again be raised at this Congress. 
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Chronic rheumatoid arthritis is one of those 
diseases in which the patient can never be sure 
that it will not recur; on the contrary, it is 
very probable that it will. In Sweden we have 
no experience, as in Britain, of difficulties in the 
rehabilitation of chronic rheumatoid arthritis 
patients. Yet, one cannot help thinking that the 
payment of sickness benefit for an indefinite 
period could act as a deterring factor in a course 
of rehabilitation which the patient may perhaps 
not find very attractive from his subjective 
viewpoint because he knows that his disease can 
never be completely cured. If this way of reason- 
ing is correct, it is not to be wondered that the 
patient begins to jib when he is given a normal 
job which will no doubt lead to the loss of his 
sickness benefit and to other inconveniences. 

In the case of neuroses which frequentl 
occur in the pathological picture even if the 
main cause of disability is a different one 
the payment of sickness benefit for an indefinite 
period would no doubt impede still more the 
success of rehabilitation as the patient perhaps 
hopes to draw benefit until it is superseded by 
the old age pension. If the payment of sickness 
benefit is limited to a definite period and life 
long benefits must be claimed from another 
social insurance scheme, such complications need 
not occur. They have not occurred in Sweden 
where the prospects of rehabilitation are in- 
vestigated before a pension is granted, and it is 
not granted if the prospects are favorable, even 
if the claimant refuses to be rehabilitated. 


Which System Should Be Used and According 
to Which Principles? 


What I have said shows that, in my opinion, 
the concept of disability should be based on the 
principle of capacity for work (self-support), 
provided the incapacity has a medical cause. 
Failing such a cause, no disablement pension 
should be paid. A further condition should be 
at any rate in a social insurance system that 
also includes sickness insurance that the 
reduction in capacity be assessed as fairly perma- 
nent. For illness compensation from sickness in- 
surance should be payable for not too short a 
period; in Sweden the period is, as a rule, two 
vears for every separate disease. It is important 
that rehabilitation start as soon as possible in 
all cases, especially those, still covered by sick- 
ness insurance, that threaten to or may threaten 
to last a long time. All the countries I have 
studied, including Sweden, show many short- 
comings in this respect, despite creditable at- 
tempts to remedy them to which the writer has 
also contributed. 

We have noticed in Sweden 
tainly also applies to other countries that in 


and this cer- 


times of unemployment there is an increase in 
the number of persons applying for early pen- 
sion or comparable benefits from the national 
pension scheme. This is not remarkable in itself, 
particularly if social insurance is not generally 
developed in a country. The handicapped are 
often the first out in the event of a depression. 
Nor can it be avoided that the disablement pen- 
sion scheme, where it exists, must so to speak 
accept cases that do not really belong to it. This, 
however, need not be the case if the social in- 
surance and the social welfare system is fairly 
well developed. A depression should be countered 
by other measures. Since it is “inconvenient” 
labor, under which heading many unfortunately 
include the disabled, that is discharged first in 
times of depression, it is important that such 


persons be given as thorough a vocational train- 


ing as possible, even in times of boom when it 
is possible to place them in employment without 
such training. This is indeed the best guarantee 
for their continued employment in times of de- 
pression. This self-evident principle is frequently 
ignored, and here again rehabilitation comes in 
as an aid to the disabled. Furthermore, the com- 
munity should find employment for the unem- 
ployed in times of depression. Certain public 
works could be suitably saved up during a boom 
for a rainier day. Moreover, measures should be 
taken for the further training of labor dis- 
charged during a depression. Sweden, at any 
rate, has so far suffered from a very great 
shortage of skilled labor in times of boom. The 
unemployed or redundant workers who cannot 
be assisted in this way should be given help, 
not through the disablement pension scheme but 
by unemployment insurance or otherwise. 

Many claim a disablement pension because 
they cannot support themselves by their work. 
Frequently, however, they have no other as- 
certainable medical defects than people in gen- 
eral have at their age. It is often other circum- 
stances that are at the root of their inability or 
unwillingness to support themselves by their 
work. They should not be given a disablement 
pension but be helped in some other way, e.g. 
by some kind of social assistance; and also when 
they claim the latter they should be subjected 
to rehabilitation. In this case, rehabilitation if 
started at a very early stage has proved re- 
markably successful. 

In a system developed in such a way, it is 
easier to reserve disablement pensions for per- 
sons whose capacity for work is lacking or at 
least considerably reduced on medical grounds. 
There is then no cogent argument for the reten- 
tion of a special disablement pension scheme 
within industrial injury and comparable insur- 
ance. There is, however, cause (e.g. for histori- 
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cal reasons) to consider some special regulations 
within this insurance. Thus, there should be 
standard rules, as a matter of principle, for all 
disablement assessment in social insurance. 

If, however, the principle of capacity for 
work (self-support) based on medical grounds 
is chosen as regards disablement pensions in 
the whole social security system, the question 
naturally arises how such a pension shall be 
construed and according to which extent the 
capacity for work must be reduced in order to 
qualify for a pension. This is a very difficult 
problem. Even if the solution is clear in theory, 
it is not certain that it can be applied in prac- 
tice. The solution in this imperfect world of 
ours depends on a number of factors: the wealth 
of the country, the level of employment, the de 
gree of development of social insurance and 
rehabilitation, historical reasons, etc. 

In a country with a high level of employment, 
a relatively high standard of living for the 
working population and a well-developed rehabili- 
tation scheme and other measures for the dis- 
abled, the number of persons requiring disable- 
ment pension should be relatively small. This 
makes it possible to improve the benefit and to 
be less strict regarding the basic qualification 
for disablement pension. Besides, the number 
of pensioners can be still further reduced, if 
required, by letting the state provide free treat- 
ment and pocket money for highly disabled cases 
in its own or other institutions. This would obvi- 
ate the irritating surplus preblem that easily 
arises if the cost of institutional treatment is 
lower than the pension. Another frequently over- 
looked group consists of children who, congeni- 
tally or owing to disease or injury, have been 
disabled since they were small. As a rule, a 
minimum age is required for a disablement 
pension, and legislation therefore usually de- 
bars them from this or a corresponding benefit. 
Unless they are treated free of charge in an 
institution, as mentioned above, they should not 
be forgotten in social insurance. 


Principles of Disablement Assessment in 
Different Pension Systems 


Disablement pension is often construed dif- 
ferently if the scheme is financed mainly from 
public funds or by contributions. In the former 
case and particularly when a scheme financed 
from public funds is introduced, disablement 
pension is, as a rule, subject to a means test. 
In such a case earnings (actual or notional) act 
in two different ways: (a) by indicating whether 
a disablement pension is payable or not, or (b) 
by reducing, together with other income, the 
amount of the pension according to certain rules. 

The maximum amount of government-financed 
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national pension payable is not usually based 
on previous earnings but is the same for all. 
As a general rule it can be said that the pension 
aims at providing a certain minimum standard, 
which of course varies considerably from 
country to country. There are not normally any 
gradings of disablement entitling, say, to full, 
two thirds or half of a pension. As the pension 
depends on a means test, the amount of it in 
each individual case is based, instead, on the 
income the disabled person had or can be ex- 
pected to have in future. 

Legislation does not usually contain any de- 
tailed provisions concerning the assessment of 
disablement in such a system. As a rule the 
relevant provisions are couched in very general 
terms, e.g. to the effect that a disabled person 
is entitled to a disablement pension if, after 
rehabilitation, he cannot because of illness or 
defect support himself by such work as corres- 
ponds to his strength and proficiency, provided 
that his incapacity is believed to be of a lasting 
nature.* The decision is left to practice, although 
certain, often very vague, statements are in- 
cluded as guidance in the intent of the law. 
Thus, it is usually stated that the reduction in 
capacity, which shall be based on medical 
grounds, should be very considerable, e.g. two 
thirds of normal capacity for work (self-support) 
or more. 

As already mentioned, the maximum amount 
of pension is as a rule the same for all in a 
system financed from public funds and is not 
graduated according to the person’s income be- 
fore disablement. In such a case, the amount of 
pension is usually based, together with the as- 
certained medical defect, on the earnings of an 
unskilled worker. Should the latter amount, for 
example, to 12,000-18,000 Swedish kronor per 
year and the disablement be assessed at about 
66%, an actual or calculated income from work 
exceeding 4,000-6,000 kronor would disqualify 
the claimant. The sum in question must, of 
course, also exceed the calculated existence mini- 
mum for a person. I shall return later to the 
method used for measuring or assessing disable- 
ment, e.g. when the disabled person has no or 
very little income. 

A pension scheme based exclusively on contri- 
butions and in which pensions are graduated 
according to previous earnings is usually built 
up in a different way, and here the difficulties 
are actually considerably greater, both as re- 
gards the actual assessment and rehabilitation. 
Since the insured persons have acquired a right 

*In countries where sickness insurance is not sufficiently 
developed, the relevant legislation occasionally contains provi- 
sions granting a pension even in the event of illness that can 


indeed be expected to last a long time though not long enough 
to qualify for a disablement pension, or if the case is doubtful. 
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to a pension on the basis of contributions paid 
by themselves or by their employers, the pen- 
sion cannot be subject to a means test. As the 
amount of pension is related, at least within 
certain limits, to earlier earnings, the disable- 
ment pension will in some cases be very high. 
If we assume, still using Swedish currency, 
that the maximum amount of pension is 18,000 
kronor and, to simplify matters, that the pen- 
sion amounts to one half of previous earnings, 
a person with an earned income before disable- 
ment of 36,000 kronor and more, would obtain 
18,000 kronor in pension if he were regarded as 
disabled, but otherwise no pension at all. Such 
a gap between pension and no pension is natur- 
ally impossible to accept. We must, therefore, 
grade disablement. We cannot have too many 
grades, but 100%, 66% and 50% disablement 
with corresponding pension amounts could be 
regarded as a suitable rating. 


Disablement Assessment and Rehabilitation 


Even with such a grading there can, however, 
be too wide a gap between half pension and no 
pension at all. I have inquired a good deal into 
how this gap could be reduced it seems im- 
possible to go below half a pension. 1 should 
like to make a few suggestions in this connec- 
tion. The purpose of all rehabilitation is indeed 
to smooth out and make up for the handicap a 
person may have in order to win him over to 
productive work and thus prevent his becoming 
a pension case. Even if I do not regard a pension 
as a solution of the disabled person’s problem 
but consider that rehabilitation if it leads 
to productive work — is considerably more ad- 
vantageous to the disabled person himself, | 
must add that rehabilitation implies a still 
greater advantage to the community, that is to 
say to us all, because we benefit by the labor of 
the disabled person. When all is said and done 
we are dependent on production and so is social 
insurance. This has led me to two points. The 
community, i.e. all of us, is under an obligation 
both to give the disabled all the help they re- 
quire to make them our equals, i.e. to compen- 
sate their handicap, and also to offer them suit- 
able work. If we cannot do the latter, we must 
give them a pension. 

Much is required to compensate a handicap: 
medical care; limbs, technical aids, vocational 
training, etc.; and suitable housing. They 
should be entitled to this without extra cost. We 
cannot give back the full use of his limbs to a 
person severely disabled by polio, but we can 
see to it that he suffers the least possible impedi- 
ment in his work and life. Yet, even if we go 
so far in our help, there are still a number of 
inconveniences that we cannot compensate for 
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in kind. The disabled person often regards his 
disablement pension as such a compensation. 
Now this is wrong. In my opinion, every severely 
disabled person who cannot be regarded as fully 
compensated by means of technical aids, etc., 
but who has been given employment and cannot 
therefore get a pension should be entitled to a 
special allowance for social insurance, prefer- 
ably at a flat rate, for the uncompensated ob- 
stacles his handicap places in his daily life. Two 
things could be achieved in this way. It would 
be possible to bridge the above-mentioned gap 
between no pension and, say, half a pension and 
also it would help to remove some of the bitter- 
ness of many severely disabled people toward 
what they regard as too much indifference for 
their fate. 

Other difficult problems arise in a pension sys- 
tem comprising the whole nation and in which 
pensions, including disablement pensions, are 
graded in accordance with earnings during the 
individual’s period of gainful occupation. It is 
impossible to describe them all here, but two of 
them are of particular importance for the sub- 
ject we are now discussing. One concerns the 
assessment of the actual degree of disablement, 
since potential earnings may be taken into con- 
sideration when assessing actual disablement 
but may not reduce the amount of disablement 
pension. The other is closely connected with the 
former and concerns rehabilitation. I shall give 
an example. We take the case of the manager of 
an undertaking. He has had a slight stroke and, 
even after rehabilitation, it is obvious that he 
cannot discharge his duties as manager. The 
firm is therefore anxious that he should retire 
before the normal age, in other words that he 
should be granted a disablement pension. The 
social insurance authorities administering dis- 
ablement pensions agree with the firm that he 
can no longer discharge his duties as manager 
but have become convinced in the course of the 
rehabilitation process that he can do a perfectly 
good job in a lower position. Here arises, as 
everyone can understand, a very complicated 
clash of interests. It can be settled in a more 
or less liberal way: it is up to social legislation 
to decide. One point is, however, clear: one 
cannot obviously go too far down the scale of 
suitable jobs and say, for example, that the 
manager could perfectly well do a messenger’s 
job and therefore refuse to give him a disable- 
ment pension. To my mind, legislation should be 
liberal in such a case and consider only duties 
that are not too far below what the manager has 
done in the past and, if he is not regarded as 
capable of discharging them, grant him at least 
half a pension from social insurance. A very 
important consequence of such an attitude is 


Industrial Medicine and Surgery 





that rehabilitation and its aims must be adjusted 
accordingly. 

The same problems do not arise in the case 
of a national pension system subsidized from 
public funds in which the maximum amount of 
pension is the same for all and purports only 
to give the pensioner a reasonable minimum 
standard. If, to revert to the case of the manager, 
the latter is regarded as able after rehabilita- 
tion to perform duties carrying a salary exceed- 
ing this minimum standard, he will probably not 
be able to qualify for a disablement pension 
from such an insurance scheme unless the legis- 
lation has loopholes that make it possible. Yet, 
even in such a system, the assessment of re- 
maining capacity for work and the possibility 
of using the latter for productive work, in other 
words rehabilitation, will cause problems which 
require special measures for their solution. 

Whichever of the two systems is chosen it is 
perfectly clear that special measures — as al- 
ready emphasized at the beginning of this paper 
— will have to be taken within the social security 
scheme “to meet the challenge of crippling dis- 
ease” and, in connection with this, for the de- 
termination, evaluation, and rating of disabili- 
ties. This is particularly necessary when the 
pensions amount to high sums because the pre- 
sumptive invalid is then particularly anxious to 
have his case completely and fairly judged. How 
should such measures then be arranged? In this 
connection I would refer to my book called 
Social Welfare in Sweden and particularly to the 
chapter entitled ‘Rehabilitation of the Physical- 
ly Handicapped,” which contains in a very con- 
centrated form my points of view on the sub- 
ject. 

To recapitulate, here are a few reflections. 
From what has been said it would appear that 
the “first line of defense’ of social insurance 
as regards disabled persons is not pensions but 
rehabilitation. The fact that harsh reality — 
unemployment among the population as a whole 
— can more or less sabotage this idea is an en- 
tirely different matter. It should, however, be 
possible to implement this rule, at least in 
countries with a fairly high level of employ- 
ment. Even if it is fully realized that work is 
both better for the health and happiness of the 
disabled person and also provides him with a 
better livelihood than a meager pension, yet it 
is not always easy to convince particularly the 
severely disabled of the advantages of rehabilita- 
tion. Even if, seen superficially, it is only a 
matter of physical handicap, the pathological 
picture contains not infrequently a very strong 
neurotic element, particularly among women. 
This is not to be wondered at. Just imagine your- 
self in the situation of a young girl severely dis- 
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abled with polio and think how you would react 
in such a predicament. The only proper attitude 
— this is far more easily said than done — is 
naturally to try to accept one’s handicap and 
make the best of the situation with the help of 
rehabilitation. The danger is, however, that the 
disabled person easily develops a negative atti- 
tude and some bitterness toward the community 
which in his view — not seldom with some 
justification — does far too little for him, for 
he does not regard himself as responsible for 
his fate. : 

I have already stated that the community 
either by social insurance or otherwise should 
do everything in its power to make up for a 
handicap by rehabilitation without any cost to 
the disabled person himself. But even if this is 
done — which is by no means the case at 
present — and even if there is every prospect 
of a suitable occupation, difficulties will never- 
theless arise in connection with rehabilitation. 
It is not therefore possible in the case of the 
severely disabled or persons with a _ strong 
neurotic component in their pathological picture 
to send them first to a place for medical rehabili- 
tation, once the acute disease has subsided, and 
then to transfer them to another one for voca- 
tional training, testing, etc., and finally to a 
third one for placement in employment, with 
longer or shorter intervals between the various 
stages. For these categories, there must be 
special institutions, after-care hospitals and 
wards — we can also call them comprehensive 
rehabilitation centers — providing for almost 
complete rehabilitation, sufficient in any case 
to-get the disabled person to accept his situation, 
to agree to rehabilitation, to realize for which 
occupation he is best suited, and finally to give 
him the necessary training. 


The Kind of Rehabilitation Hospital 
(Center) Needed 


As stated in Social Welfare in Sweden, the 
Royal Swedish Board of Pensions has tried to 
provide rehabilitation hospitals (Centers) in 
accordance with these principles. We have de- 
cided to limit occupational therapy to a mini- 
mum and instead concentrate on productive 
work providing suitable tasks for both men and 
women. This type of hospital must also have a 
clinical physiological laboratory attached to it 
in order to determine the physiological possibili- 
ties of the patient for performing his work 
when entering the hospital as well as at dif- 
ferent stages of rehabilitation. It is necessary 
for the social insurance authorities to have 
access to such comprehensive rehabilitation 
centers for another reason as well, and that is in 
order to determine the presence and degree of 





disability. It is remarkable that even in coun- 
tries with highly developed systems of social 
insurance the necessity of working along these 
lines and of creating possibilities of determina- 
tion, evaluation, and rating of disabilities has 
not been realized. Although the law and the in- 
tentions which brought about such laws do pro- 
vide general rules, these are not very helpful if 
the means to carry out these rules do not exist. 

We of the Royal Board of Pensions are now 
in the process of carrying out these ideas, but 
we have not yet had the opportunity to carry out 
rehabilitation at our hospitals as far as we 
should wish. However, I hope that we shall soon 
be able to achieve this, and the following ex- 
ample will illustrate the necessity. In one of the 
rehabilitation hospitals of the Royal Board of 
Pensions a middleaged man was examined in 
order to determine his right to a disability pen- 
sion and was put to work in the workshop of the 
hospital. Although he had not done any kind 
of work for many years and he had never been 
employed in a workshop before, he became 
for tasks involving speed one of the most 
interested and energetic workers we have ever 
had in the workshop. When I asked him how he 
liked the work he gave me this answer: “Imagine 
how wonderful it is to be able to work here in- 
stead of sitting in the hospital lounge and having 
to listen to all the talk about illness and oc- 
casionally having to bring up one’s own in order 
not to be too inferior.” 

Does this not prove — and I could give many 
more examples similar to that one — that hos- 
pitals where disabled individuals have to spend 
long periods of time must have well-developed 
rehabilitation facilities? To put it another way, 
both the medical and the vocational part of re- 
habilitation must be under the same roof, so far 
as possible. 

We were very optimistic about the readjust- 
ment of this man to vocational life and were 
convinced that a job demanding speed would be 
the best. What attracted him about the job was 
apparently the desire to get things done and to 
see results. As our hospital did not have com- 
plete vocational training facilities, we had to 
send him to the labor welfare authorities for 
further training. There he was believed to be 
capable of more qualified work. However, he 
was not successful and his failure took away 
all his courage and we received him back as a 
hopeless case. But after only a week he was 
back in the workshop, and he was soon again 
the interested and energetic worker. Then I 
wished that I had nothing less than complete vo- 
cational rehabilitation facilities at our hospital. 

However, for a well-developed rehabilitation 
system this is not enough. As stated in Social 
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Welfare in Sweden, the physicians hold a key 
position both with regard to rehabilitation and 
to what I might call the preliminaries to deter- 
mination, evaluation, and rating of disability. 
If the physician is not sufficiently familiar with 
social insurance and the place of rehabilitation 
within the framework of social insurance as 
well as its possibilities, he may issue medical 
certificates on insufficient grounds or ignore the 
possibilities of rehabilitation. This may be harm- 
ful to rehabilitation if the social welfare authori- 
ties consider that rehabilitation ought to be tried 
before taking up the question of the pension. 
How rehabilitation should be carried out for 
different kinds of disability is another un- 
examined field. There has been some valuable 
empirical experience in this field, but this ought 
to be further developed through research and 
practical experiments. Moreover, the problems 
with regard to the position and proper organiza- 
tion within a system of social insurance as well 
as the adaption of it to rehabilitation should be 
thoroughly investigated. For this and other 
reasons, which are stated at length in Social 
Welfare in Sweden, I have suggested that every 
country ought to have at least a comprehensive 
rehabilitation center attached to a medical col- 
lege or college hospital. As President of the Re 
habilitation Institute for Crippled Children and 
Adults at Norrbacka, which is situated close te 
the medical college and the college hospital in 
Stockholm, I have submitted detailed plans for 
such a center. 
Conclusion 

In Social Welfare in Sweden I have said that 
all social welfare rests on two basic pillars, 
humanitarianism and economic progress, and 
that neither of these can effectively contribute 
except in a world committed to peace and to co- 
operation between different peoples and nations. 
I have also said that rehabilitation is a very 
important phase of social welfare as it synthe 
sizes these twin pillars of humanitarianism and 
economic progress; for work is essential not 
only to our livelihood and sound physical and 
mental health, but also to the economic well- 
being of the population from which social wel- 
fare is ultimately derived. 

It is my experience that it is quite impossible 
to conduct social welfare work solely or mainly 
from an economic standpoint, even though under 
such conditions it can outwardly develop well. 
However, I am quite convinced that it will be — 
to take an example from nature — more like 
a sharp, unfriendly cactus in a desert, which of 
course can grow very high but which one pre- 
fers not to come too close to, than a fine blossom- 
ing fruit tree, which one appreciates and cares 
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for and for which one is prepared to do any- 
thing to make it bear the finest fruit possible. 
At the same time, it is impossible to take only 
the humanitarian point of view. It may very 
well happen that the tree bears beautiful fruit 
in the beginning but that it will not live long 
because it lacks what every living organism 
must have — soil from which it may draw 
nourishment and strength for its existence, its 
growth and further development. 


And so I finish with this paper in which I 
have included some of the experiences I have 
gained during my more than 25 years activity 
in Swedish social welfare and rehabilitation and 
also through my activity with the International 
Society for the Welfare of Cripples. If this sur- 
vey can contribute anything toward a better 
development of the social welfare and rehabilita- 
tion systern anywhere in the world, then my 
time will not have been spent in vain. 


3. Guatemala: DETERMINATION, EVALUATION, 
AND RATING OF DISABILITIES 


e MIGUEL A. AGUILERA, M.D., Medical Director 
Rehabilitation Program for Guatemala 
Guatemala City 


Fenner and evaluation of disabilities 


is a problem of great interest and difficult 
to resolve any place in the world. For 10 years 
in our country, Guatemala, we have been work- 
ing on this problem, because it is necessary to 
help the handicapped to find their place in the 
community. We have been following legal and 
humanitarian precepts to determine and evalu- 
ate the different types of disabilities. These pro- 
cedures are legalized and even if they could be 
better or more exact, at least they represent the 
basis for establishing comparisons and principles 
for making determinations. 
Determination 
Certain principles are necessary to determine 
the presence and characteristics of a long-term 
or permanent disability. The determination and 
classification of the disabilities are performed 
by a specialized medical group — traumatology, 
neurosurgery, orthopedics, and especially physi- 
cal medicine. The final discussion is made by a 
group of doctors, all working in connection with 
the different cases. It is necessary to establish 
the existence of a physical injury, lesion or 
disorder, or psychological or psychiatric trouble 
that interrupts the normal life development, 
limiting the productive capacity and ability to 
work and consequently reducing the income 
which is necessary for the handicapped and his 
family. 
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The doctors perform a complete study and 
observation of every case and make a final 
diagnosis and recommendations. 

The psychological cases are observed by the 
staff of the psychological and psychiatric clinics 
and classified according the same scheme as the 
physical injuries, by comparison. Generally they 
belong to the grades C and E of the scale. 

The physical injuries or disorders are deter- 
mined by specialized doctors in charge of the 
cases according to a classification which is based 
on the localization of the lesion. 

Classification is made by degrees of disabili- 
ties. There are five types or degrees rated from 
the letter A to letter E. These are as follows: 

Type A 

Mutilation or physical damage with loss of 
the use of any finger including all phalanx or 
metacarpal bones with the exception of the 
thumb. Mutilation or physical damage with loss 
of the use of any toe phalanx or metatarsal bones 
with the exception of the first toe. 

Unoperable hernia. 

Complete loss of one ear. 

Type B 

Mutilation or permanent physical damage with 
loss of the use of the thumb and index finger or 
the thumb and more fingers including also meta- 
carpal bones or phalanx. In the feet the first 
toe, all toes including metatarsal bones and 
phalanx. 





Total loss of vision in one eye. 
Complete mutilation of the nose. 
Type C 

Mutilation or irreparable permanent physical 
damage with loss of use of hand, forearm or 
both, below or above the elbow. Mutilation or 
physical damage with loss of one or both feet 
including the ankle, leg or both, below or above 
the knee. 

Absolute deafness. 

Disfiguration of the face. 

Type D 

Mutilation or irreparable physical damage 
with loss of one arm including shoulder joint or 
one leg including hip joint. 

Type E 

Severe functional lesion of the locomotion 
with serious complications (paraplegias, hemi- 
plegias, quadriplegias) and all lesions of the 
spinal cord and brain. Loss of vision of both 
eyes or of one eye and 50 per cent of the other 
eye. 

Mental insanity. 

When the damage is bilateral in the types A, 
B, C and D, or there are two different injuries, 
they are classified one degree higher. For _ in- 
stance: A plus B is equal to C; B plus B is equal 
to C; C plus D is equal to E; D plus D is equal 
to E. 

These different types represent a lesser or 
higher grade of incapacity and also represent 
the amount of economical compensation for the 
insured cases, which starts at A with six units 
at 30 quetzales each and goes to E, with 30 units 
that total 900 quetzales. In some places the unit 
is valued at 50 quetzales, which then makes the 
maximum compensation 1500 quetzales. The 
types can be divided into four categories, eacl 
following the percentage of disability from 25 
to 50 and to 100 


Evaluation 


If after determination and classification of a 
permanent disability there is the possibility of 
return to work, there is no problem. But if there 
exists an inability to work because of physical 
or mental damage, it is necessary to make 
another exhaustive study of the case to establish 
the cause of this inability, to evaluate the dif- 
ferent aspects of the problem from the social 
and economic points of view and to dictate the 
resolutions for the benefit of the handicapped 
This work is performed by four £roups of the 
rehabilitation team: the medical group, includ- 
ing specialized doctors, social service, the voca- 
tional rehabilitation service, and psychologic and 
psychiatric clinics. 

Each group works separately and_ studies 
every specific case. They have weekly meetings 


together where every angle of the problem is 
discussed and final decisions are made regard- 
ing the case. 

The medical group studies and recommends 
the type of new work that will be compatible 
with the disability and physical status of the 
case. 

The social group studies all the social and 
economic conditions, especially those of the 
family and the environment. 

The vocational group performs tests on dif- 
ferent types of work training available, checking 
the patient’s progress in the workshops, etc. 

The psychological and psychiatric groups per- 
form tests and indicate their evaluation accord- 
ing to the intelligence, attitude, motivation, etc., 
of every case. 

After the discussion recommendations are 
made. They are different in each case, but in 
several major disabilities vocational rehabilita- 
tion is recommended. 

Basically, there are two different groups of 
patients to be considered: (a) cases with eco- 
nomic compensation, who receive salary during 
the time of treatment and rehabilitation (insured 
workmen, Guatemalan Social Security Institute), 
and (b) cases without insurance, and without 
other economic protection at all. 

It is more difficult to evaluate the disability 
in the compensation cases with the economic 
help. The idea of receiving final pension makes 
correct evaluation of the case very difficult. 

From studies of all conditions and circum- 
stances we found that the most frequent difficult 
cases and situations are: 

(a) The handicapped is depressed and against 
return to work, and psychological trauma pro- 
duces a paralysis of his will to work. 

(b) The employer formally refuses to receive 
workers with permanent disabilities and resists 
hiring them again in the same or a new job — 
he is selling the idea that insured workers have 
the right to be supported by the state. 

(c) The bad conditions of the family, the 
organization of the community, long distances, 
lack of labor market and many other social and 
economic conditions of the environment create 
a tremendous wall against the reincorporation 
of the handicapped to productive work. 

There is a great problem in Guatemala be- 
cause 80% of the handicapped come from rural 
areas where communications are not easy, 
especially in the mountains where organized 
industry and agriculture do not exist and where 
the labor market is so poor that even the healthy 
people do not have enough opportunities. Qn the 
other hand, taking the handicapped away from 
the place where they have lived with their 
families creates another great social problem, 
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The transplantation of the handicapped to a new 
place where he is unknown and everything is 
adverse is not good at all. The mobilization of 
the crippled to work centers in the cities re- 
quires great effort and creates a serious social 
and financial problem for them and their fami- 
lies. On the other hand, if they remain in their 
own homes the possibility of getting regular or 
good income is doubtful. 

After the evaluation of the disability the best 
recommendation in many cases is the reinstalla- 
tion of the patient in his former place of work, 
especially if the lack of awareness of the em- 
ployer has been overcome. But very often this 
is impossible and then it is necessary to recom- 
mend vocational rehabilitation as a result of a 
methodic evaluation of the circumstances. The 
types and length of training depend on the study 
of every specific case. 

After our six year experience in Guatemala 
we follow some basic principles. First, we train 
our severely handicapped in simple crafts, such 
as shoemaking, shoe-repairing, tailoring, leather 
work, etc., according to the limitations of the 
disability and the merchandise of the place where 
they are to live. Second, we provide them at the 
end of the training with the minimum equipment 
to open a shop in their town or village. Third, 
we protect them with at least some economic 
help during the first year and give them also 
advice and social protection. If they work in the 
same place and have the help of the family in 
the manufacturing of a simple product with 
good market and utility in the community, they 
can lead satisfactory and good lives. It is very 
surprising to see their productive capacity and 
happiness. 

The problem of handicapped children is very 
different and the plans are always made after 
education. Evaluation of the disability indicates 
a different type of education. A comprehensive 
program of special education is the best answer 
in this difficult problem. We do not have ‘in 
Guatemala more than the first degrees of 
special education and this makes the resolution 
of cases more difficult. 

There is a need to found special schools for 
children with locomotor disabilities, for spastics, 
epileptics, the deaf and dumb. A program of 
education for blind children is just starting. 

From observation of 8,007 patients with dis- 
abilities classified from A to E, during the 10 


years, 1949-59, we have had 104 cases with 
total and severe injuries of the spinal cord and 
brain, and bilateral amputees, who needed voca- 
tional rehabilitation. We followed the basic pro- 
cedures of rehabilitation for them. From this 
group of 104 there are 79 cases with satisfactory 
success. They are working and producing now 
much more than before the injury. Many of 
them were agricultural workers with salaries 
of 60 to 70 centavos a day. At present they are 
earning more than 3 quetzales daily in their 
own shops or in their new jobs. Eleven cases are 
not very satisfactory, and 14 patients are not 
doing well because their limitations were very 
serious. In the last mentioned cases we resolve 
the problem by giving a small pension of about 
20 quetzales a month to help the family of the 
patients. 

We present the following statistical tables 
which show the different types of disabilities 
determined according to our regulations and the 
different occupations or activities of the patients 
in a study of cases. 


TABLE I. 
DETERMINATION AND LOCALIZATION OF THE DIs- 
ABILITIES FOLLOWING THE SCHEME USED IN 
GUATEMALA FROM 1949-59 IN 8,007 CASES 


Total Percentage of Disability 
Type of disability cases 100% 15% 50% 25% 


Upper extremity 3778 1983 177 803 825 
2 


ype A . 
Type Lower extremity 163 102 21 338 
Ty RB Upper extremity 1403 634 3! 844 

— 
me Lower extremity 240 145 57 
Type C Upper extremity 988 185 ’ q 427 

yI Lower extremity 568 69 82 296 
Upper extremity 365 161 
=: ; 

Type! Lower extremity 47 
Locomotion 


Type E Others 


TABLE IT. 
OCCUPATION OR TYPE OF WORK OF THE CASES 
HAVING DISABILITIES AFTER INJURIES 


Occupation Number 


Professional 85 
Business and administration 2 
Office clerk 132 
Traveling salesman 65 
Agriculture 3055 
Mining 50 
Transportation 303 
Craftsmen 1008 
Manual labor 612 
Services 154 
4816 
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4, United States: DETERMINATION, EVALUATION. 
AND RATING OF DISABILITIES 


Under the Social Security System 


e WILLIAM ROEMMICH, M.D., Chief Medical Officer 
Division of Disability Operations 
Social Security Administration 
Washington, D. C. 


merican social security, as an organized sys- 

tem with almost nationwide coverage, is 
a phenomenon only 25 years old. As the nation 
itself is comparatively young, the timing is not 
as disproportionate as it may appear. 

The United States Social Security Act of 1935 
established several different programs that came 
under the general heading of social security. 
From the 25 years of experience a comprehen- 
sive program gradually emerges. The system 
which originally started out as old-age insurance 
has been amended a number of times. Two very 
significant advances in risk coverage have been 
incorporated into its original structure, so that 
now it has become the old-age, survivor and 
disability insurance system, covering all persons 
who work. 

In 1954 the system first introduced the con- 
cept of disability in the form of the so-called 


“ ’ 


disability freeze” provision. This is essentially 
a waiver of premium designed to maintain both 
the insured status and benefit amounts of perma- 
nent and totally disabled workers. 

In 1956 income-loss replacement for permanent 
and total disability was added. Payments to dis- 
abled persons are limited to workers 50 years 
or over and their dependents, although the Con- 
gress is considering amendments to provide pay- 
ments, as well, to workers under 50 and their 
families. 

Although the United States Government ad- 
ministers several programs for disabled persons, 
such as the programs for civil servants, veterans 
of military service, and railroad employees, the 
scope of the disability program under the Social 
Security Act is the largest, with protection ex- 
tended to 43 million gainfully employed persons 
who are insured at this time and to their de- 
pendents. My connection with the social security 
program makes me more familiar with its pro- 
visions. I can be most helpful to you by restrict- 
ing my remarks to our operating experience in 
evaluating disabilities under the social security 
law, 
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Any ,discussion of disability evaluation must 
begin by defining terms. The term “disability” 
is meaningful only when we understand the 
context in which it is being used. We define 
disability under the American social insurance 
program as “inability to engage in any sub- 
stantial gainful activity by reason of any medi- 
cally determinable physical or mental impair- 
ment which can be expected to result in death 
or to be of long-continued and indefinite dura- 
tion.” There are thus two basic aspects of dis- 
ability evaluation: (1) there must be a medically 
determinable impairment with specific character- 
istics; (2) there must be lack of capacity for 
substantial gainful activity. 

Similar biological accidents either in the form 
of disease or injury do not affect people equally. 
The disability decision must consider these indi- 
vidual differences which may influence the dis- 
abled person’s resettlement into economic life. 
Thus, physical and mental capacity to engage 
in work must be equated with vocational skills. 

In our society, we do not require loss of 
capacity to the point of helplessness to attain 
the rights which flow from social security dis- 
ability insurance. From a practical point of 
view, therefore, even if this were possible, it is 
not necessary to assess the last remnants of re- 
maining capacity. The Bureau of Old-Age and 
Survivors Insurance, which administers this 
law, has developed a set of medical standards. 
These standards, we believe, describe diseases 
or injuries of such severity that residual capacity 
is undoubtedly limited and that in the absence 
of actual work the applicant’s claim of incapacity 
may be said to follow reasonably from his con- 
dition. When the medical evidence in a claim 
describes an impairment which is listed in the 
standards and which has the other characteristic 
of duration, and the insured person is not work- 
ing, an administrative presumption is made that 
a disability exists. The disease must exist for 
six months and be expected to last for a long 
and unpredictable time. If severity and duration 
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as defined above are met, it is not necessary to 
evaluate specific capacity and to equate such 
capacity with the applicant’s vocational skills. 
The reason we need not measure vocational skills 
in all applicants is because in our economy the 
range of vocational demands is so varied, that 
in the absence of impairments as defined, most 
people can engage in a job within their vocation- 
al aptitudes. In some instances, where the appli- 
cant has an impairment not listed or a combina- 
tion of impairments which in the physician’s 
opinion parallels the severity defined in the 
standards, a presumption is again made that a 
disability exists. 

If the applicant claims inability to work, but 
his impairment is not at a level described by 
the standards nor parallels that degree of 
severity, it must be determined whether his re- 
maining capacity is so limited that with his 
vocational skills he is unable to engage in any 
substantial gainful activity. This, as you know, 
requires a careful documentation of his biologi- 
cal capacity and his vocational skills. This is a 
more tedious and expensive procedure. It is also 
a less repeatable process partly because the vari- 
ables exposed to judgemental processes are 
greater in number. 

In our program impaired persons are en- 
couraged to return to some kind of work. This 
is accomplished by the economic fact that dis- 
ability compensation is smaller than previous 
earnings records. Disability compensation is on 
the average 59° of earnings in the lowest and 
32% in the highest earning brackets. It is ac- 
complished also by paying benefits to those who 
can be vocationally rehabilitated while actually 
under a program of rehabilitation. 

Disability evaluation is closely associated with 
steps for vocational rehabilitation. Every dis- 
abled person applying for a determination of 
disability receives a full and complete evaluation 
of the medical and nonmedical facts in his file 
for old-age, survivors and disability insurance 
purposes. At the same time on the basis of this 
evidence, his potentialities for rehabilitation are 
assessed, under criteria furnished by the voca- 
tional rehabilitation agency. The law provides 
for the suspension of disability payments if 
available rehabilitation services are refused 
without good cause. To encourage disabled peo- 
ple to accept rehabilitation services, the law pro- 
vides that if a person performs work pursuant 
to an approved state vocational rehabilitation 
program, his benefits may continue to be paid 
for 12 months while he is testing his earning 
capacity. 

You may be interested in the “level of severity” 
which we have established for a presumption 
that the applicant’s claim is reasonable. This 
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can best be communicated in the category of 
impairments which manifest themselves as lung 
failure. In these diseases a man is robbed of 
capacity to expend energy because he is unable 
to oxygenate. The applicant usually gives a his- 
tory of slowly progressive shortness of breath 
in his daily activities and when he works. If 
the daily activities and work require a low 
energy demand and if physical findings and 
supporting laboratory data are consistent with 
a diagnosis of chronic diffuse obstructive emphy- 
sema, the required severity may be presumed to 
exist. If the history, physical and laboratory 
data are not consistent with chronic diffuse 
obstructive disease and if there is some difficulty 
reconciling his allegations with the impairment 
as defined by the medical evidence, we will not 
presume that severity exists. In this instance 
we may request more definitive studies. Depend- 
ing on the disease category we may request ven- 
tilatory studies, diffusing capacities, oxygen con- 
suming capacity or an actual test of exercise 
tolerance. In the respiratory diseases where only 
an allegation of dyspnea is made, but findings 
and laboratory evidence including studies of 
ventilation, diffusion or circulation do not re- 
veal reasonable changes, a denial is in order on 
the basis that his allegations or complaints are 
not confirmed and cannot be reconciled with the 
medically determinable impairment. The residual 
capacity should be so limited that the applicant 
can expend no more than that two or three times 
sedentary energy needs without experiencing 
dyspnea. 

In cardiovascular diseases which manifest as 
congestive failure in spite of adequate treatment, 
American Heart Association Class III C or 
American Medical Association Class 3 is, we 
believe, an equivalent degree of impairment to 
that defined above for lung failure. We appreci- 
ate, of course, that diseases do not present 
themselves in pure form. Usually the applicant’s 
symptoms are due to combination of lung and 
heart disease. The measurement techniques re- 
ferred to and properly used measure these in 
combination. 

The amount of historical, physical and labora- 
tory data necessary for diagnostic, therapeutic, 
duration and work evaluation is left to the 
judgment of the physicians who evaluate and 
review the claim. This information should be 
complete enough so that he can arrive at an 
independent diagnosis, and where indicated, 
evaluate capacity for walking, sitting, standing, 
lifting, bending, seeing, thinking, etc. 

Pulmonary tuberculosis — even though from 
the standpoint of biological capacity to expend 
energy would not always interfere with ability 
to indulge in daily activity or work until it has 
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destroyed the lung does interfere with the 
ability to earn wages. From a therapeutic point 
of view, physical exercise is contraindicated and 
epidemiological considerations prevent employ- 
ment. For these reasons, moderately or far ad- 
vanced active pulmonary tuberculosis prevents 
work and does so for an unpredictable period. 
Therefore, the diagnosis of active tuberculosis 
becomes one of the primary aspects associated 
with determining the validity of an alleged loss 
of capacity to work or of inability to engage in 
substantial gainful activity. 

In combinations of diseases or in the more 
esoteric type of illnesses not listed in the stand- 
ards, evaluation of severity is left to the indi 
vidual evaluating physician’s judgment. 

The determination as to whether a claimant 
is sufficiently disabled to prevent his engaging 
in any substantial gainful work is made by an 
agency in the applicant’s resident state under 
an agreement with the Federal Government. In 
most states this is the vocational rehabilitation 
agency. 

The evaluation of disability is made in the 
state agency by a review team. One member of 
the team is a physician; the other is a lay ad 
judicator, with rehabilitation or other special 
training and experience. The determination of 
disability is a joint decision. The reviewing 


physician is primarily responsible for deciding 
whether the evidence establishes the existence 
of a medically determinable impairment with 
severity and duration characteristics. The evalu 
ating physician does not examine the claimant 


personally, but bases his determination on medi 
cal reports submitted by the claimant’s own 
medical sources and where necessary, supple- 
mented by special consultative examinations ar- 
ranged by the state agency. These reports must 
be complete, conveying as nearly as possible all 
the information in possession of the examining 
physician. The nonmedical member of the team 
is primarily responsible for evaluating the appli- 
cant’s vocational experience and skills and, if 
the applicant is doing some work, whether this 
represents substantial gainful activity. 

I believe the method described, in general 
terms, does result in repeatable and equitable 
decisions. This method is certainly not what one 
would hope to achieve in an ideal situation. Most 
diseases which we encounter in our program 
prevent work because they produce in man an 
uncomfortable sensation when he works. These 
sensations are dyspnea, pain, fatigue or a com- 
bination of all three. Until these three sensations 
can be measured or correlated accurately the 
disability decision will continue to be more sub- 
jective than we would like it to be. 

There are no biological techniques at present 


which can measure dyspnea, pain or fatigue. 
There are biochemical sequelae of physical exer- 
cise in health and disease but so far these have 
defied predictable patterns. These biochemical 
sequelae cannot be correlated with the severity 
of dyspnea as experienced by the individual. 
Whether the physiologist measures oxygen con- 
centration in venous or arterial blood, whether 
he measures carbon dioxide or lactic acid con- 
centration, dyspnea as experienced by the energy- 
expending or resting man has defied quantitation. 
The problem is even more puzzling where pain 
and fatigue are concerned. We are faced on the 
one hand with minimal anatomical and physio- 
logical change and much pain, and on the other 
with marked changes and no pain. Consideration 
of the psychiatric component is not always help- 
ful. 

Faced with this dilemma, those who are 
responsible for measuring man’s capacity to 
work have sought a solution in social, economic, 
or vocation considerations. Such change or 
emphasis has, in my opinion, been equally 
difficult to measure with precision. We are, I 
believe, left without an ideal solution to this 
problem. Until a solution is found we must con- 
tinue to make approximate evaluations. How 
often these approximations result in discourag- 
ing those who could work and encouraging those 
who would not work remains unknown. 

Man has many reasons for working or not 
working. These reasons include economic gain, 
emotional gain, employment practices, job avail- 
ability, biological and psychological capacity. In 
our applicant population most claims are made 
because the disease or injury produces shortness 
of breath or pain. 

The Bureau has supported a research grant at 
the University of Maryland since the beginning 
of the disability program. The aims of this proj- 
ect are: (1) to define more accurately man’s phy- 
siological response to exercise, (2) to do so es- 
pecially in an older population group, 50-65 
years, (3) to test if capacity to do physical work 
can be accurately predicted from physiological 
findings at rest and exercise, (4) to test whether 
such predictability can be correlated with the 
applicant’s quantitative description of a sensa- 
tion. Three groups of males, 50-65 years of age, 
are being studied. The first consists of men 
who file a claim for disability and who do so be- 
cause they say their inability to work results 
from experiencing dyspnea. The second consists 
of applicants who are 50-65 years of age who 
say their inability to work results from experi- 
encing sensations other than dyspnea. A third 
group of males, 50-65 years of age, are drawn 
from the working population and have no signif- 
icant complaints. 
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All three groups are completely studied from a 
clinical and physiological point of view. Exclud- 
ing mental abnormalities, the Director of this 
project, Dr. Bruce Armstrong, of the Cardio- 
pulmonary Laboratory, University of Maryland 
Hospital, believes that in conditions which mani- 
fest themselves as dyspnea, limited capacity to 
expend energy or work results from inadequate 
functioning of several interrelated physiological 
units: (1) the tissue energy transforming mech- 
anism, (2) the body’s buffer system, (3) the O. 
- CO, - H+ transport mechanism, (4) the cir- 
culation and (5) the breathing mechanism. Dr. 
Armstrong believes the interrelationship — be- 
tween these physiological units can be defined. 
When these interrelationships are defined, we 
should be able to make the necessary measure- 
ments in an individual and define accurately his 
capacity for work. 

When the above mentioned interrelationships 
have been defined, then it will not be necessary 
to make all measurements such as breathing ca- 
pacity, diffusing capacity, cardiac output capa- 
city, arterial and venous O, - CO, - H+ trans- 
port capacity and capacity of the energy trans- 
forming mechanism. Only a few need be meas- 
ured; it is hypothesized that others can be 
calculated. 

At present these interrelationships have not 
been accurately defined. Dr. Armstrong has 
abandoned the “classical” theories of respiratory 
physiology in favor of one which better explains 
response to exercise and causes of dyspnea. 

It supposes a previously unidentified chemore- 
ceptor in the pulmonary artery. It creates a 
broader perspective as to the relationship be- 
tween O, - CO. - H+ concentrations and the vent- 
ilatory drives. The discrepancy between the drive 


A Little Louder, Please 


Loss of hearing, a condition that afflicts nearly 
6,000,000 Americans, is the leading physical disability 
in this country, according to the December issue of 
Patterns of Disease, a Parke, Davis & Company 
publication. 

There are, the report estimates, 24,000,000 dis- 
abilities among persons in the United States, ex- 
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and actual ventilation may be a measure of the 
elusive dyspnea. 

A careful study of the interrelationships of 
these physiological units should make possible 
not only a measure of capacity in diseases of 
lung and heart but will be applicable on a broader 
scale to any diseases which affect one or more of 
these physiological units. We have great hopes 
for the outcome of this project. 

In closing may I suggest that all who are con- 
cerned with man’s physical and mental capacities 
and all who are concerned with sculpturing and 
transforming these capacities into satisfying 
and creative experiences through rehabilitation 
cannot rest on the achievements of today. For 
evaluating biological capacity our tools must be- 
come sharper and more discriminating. Sched- 
ules based on numbers of limbs lost or even 
those based on functions lost underestimate 
man’s irrepressible urge to conquer the most 
hostile and merciless forces that conspire against 
him. I have an idea that if our capacity evaluat- 
ing techniques become more accurate and dis- 
criminating we will gain more confidence in the 
concept that sometimes a man who is felled by 
loss of one or even two limbs and who cannot 
adjust to this handicap suffered an even greater 
loss prior to the loss of limb. The loss of limb 
may only be coincidental and serve to justify 
the first and greater loss. 

Disability evaluation must become a more re- 
peatable process. Concepts of society and employ- 
er practice must first adjust to the best current 
thinking of residual biological capacity and 
man’s potential to redirect this into constructive 
and creative activity. Then these concepts must 
adjust to those which only research can create 
in the future. 


cluding those in institutions. Of these disabilities, 
25% are some degree of deafness, although only a 
relatively small number of persons — 109,000 — 
can be considered totally deaf. 

Deafness is more common among men than wo- 
men, the rate per 1,000 persons being one third 
greater for males. The difference may be attributed 
to the fact that deafness due to injury is found 
more often in men than in women. Almost one in 
every five hearing impairments in men is caused by 
injury, compared to only one in 25 for women. This 
has been attributed to the higher accident rate for 
men and their greater exposure to noise in industry. 





Workers’ attitudes are as important as their 


illnesses in causing time off for sickness. 


MOTIVATIONS IN RETURN TO WORK 


@e DAVID H. GOLDSTEIN, M.D. 
Medical Director, The New York Times 
Professor of Industrial Medicine 
New York University Medical Center 


or a number of years I have been concerned 
peed the administration of a _ sick benefit 
program for an industrial population of ap- 
proximately 5,000 people. Accordingly, when 
Dr. MeGee asked me to address the Congress 
on “The Motivations in Return to Work,” I ac- 
cepted on the basis that here was truly a chal- 
lenging assignment. 

It seemed logieal as a preface to explore the 
more fundamental concept of why men work and 
to look into the primary factors in the motiva- 
tion to work. Without attempting to review the 
literature for you, it soon became apparent to 
me that the large body of written material on 
this subject leads to a morass of confusion. At 
first glance, I suspect all of us would conclude 
that it is perfectly simple, the explanation of 
why we work we work to make money to 
enable us to eat, and support families and buy 
automobiles and refrigerators. If this were so, 
then salary should lead the list in determinants 
for motivation to work. Only this is not so, and 
the fact that it is not so remains about the only 
basis of agreement among the many psycholo- 
gists and social scientists who have studied the 
problem. A sense of achievement, recognition, 
the nature and interest of the work, responsibil- 
ity, steady employment and chances of advance- 
ment along with the pleasantness of the work 
surroundings are only a few of the many fac- 
tors responsible for motivation to work. Not 
least in the list is the very meaning of work 
itself to the worker, a complex of attitudes 
which largely reflect the influenee of society, 
the culture and the family during the formative 
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years of his life. The present status of the prob- 
lem is beautifully summarized in a paragraph 
from a recently published book, The Motivation 
to Work, by Herzberg, Hausner and Snyderman. 
They say, “In the last 100 years there has been 
a growing realization of a sickness in our society 
and that one source of this sickness is the rela- 
tionship of people to their work. The fact that 
so many are now looking to leisure activities to 
absorb the bulk of their energies is certainly 
an indication. The cures for this illness have 
been sought in attempts on the part of industry 
to increase the warmth of interpersonal relation- 
ships by human relations training, in attempts 
to improve the context in which work is carried 
on by an increase in fringe benefits and in the 
pleasantness of working conditions, and by an 
artificial attempt to inject a certain amount of 
participation into the otherwise rountinized lives 
of most people in industry by a stress on group 
processes and group discussion.” 

My assignment, if it were confined to the 
physically handicapped, would be greatly simpli- 
fied. Dr. Howard Rusk and others have abundant- 
ly demonstrated the high motivation to work 
and the low disability rate of the vast majority 
of this group. In my own plant population I had 
occasion to review the experience of those of our 
employees with rheumatic heart disease. This 
group of 33 employees averaged 5.3 days lost 
per persons for the year 1958, while the annual 
average disability rate for the entire population 
of 4,500 regular employees is 9.4 days per per- 
son per year. 

There are approximately 500 employees 
in Mechanical guild, about 2,000 in Guild 
of whom 500 are women, and 2,000 in Craft. 
The Mechanical Guild group is made up largely 
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THE NEW YORK TIMES 1959 
Regular Employees 
Absence Experience by Union Categories 


Disability Rate 
Vie 
PERSONAL 
OCCUPATIONAL 


CRAFT 


MECHANICAL 
TOTAL O.R.= 11.3 


GUILO 
0.R.=10.3 


of maintenance staff, the Guild consists of cleri- 
cal, business and news staff and the Craft group 
is made up of production workers, such as press- 
men, deliverers, compositors and the like. The 
1959 disability rates for these three groups are 
10.3 days, 7.8 days, and 11.3 days lost per person. 
The disability rates for the first two groups 
include absences from the first day whereas the 
craft absences are recorded beginning the eighth 
day. Since we know that in the first two groups, 
absences of seven days or less make up about 14 
of all time lost, for comparison the craft dis- 
ability rates would be 1% higher or about 15 
days per person per year. How do we account 
for the difference in disability rates? We know 
that age and sex do influence such rates. The 
tendency with advancing age is to lose more time 
because of illness and while absences are less 
frequent, this is often outweighed by absences 
of greater severity. Our women have more fre- 
quent absences of longer duration that our men. 
In analyzing our own data, while the mean age 
of the Craft is about 4 years higher than the 
other two groups, the Guild group with the low- 
est disability rate has 500 females in its 2,000 
total population. In short, I believe that neither 
age nor sex factors explain the significant dif- 
ferences in Craft and Guild rates. Nor do sick 
benefit payments explain the difference. It is 
generally held that disability benefits equal to 
full salary serve as a deterrant to motivation to 
return to work. The Guild group with the lowest 
disability rate receives full salary beginning on 
the first day, whereas the Craft group receives 
full salary beginning on the eighth day. The 
duration of payment, a function of length of 
employment, is the same in both groups. What, 
then, is the reason for the difference? I believe 
the answer is to be found in the complex of 
factors which we characterize the motivation 
to return to work. When a Guild employee is ab- 
sent, generally his co-workers take on his duties 
until he or she returns. When a Craft worker 
is out sick his job is filled by a craft union 
temporary replacement, In short, the Guild em- 
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AN ANALYSIS OF THE WORK EXPERIENCE OF 33 
EMPLOYEES WITH RHEUMATIC HEART DISEASE 





Mean Mean Mean 
Age Days Years 
Years Absent 1958 Employed 
— a a Oe eee 
7 employed before 1946 53 12 26 
29 currently at work ; 42 5.3 9.7 
4 deaths (ages 64, 41, 52, 55) 53 oe 18 
ployee not only feels needed, but he is mindful 
of the pressures imposed on his work group by 
his absence. The opportunities for recognition, 
achievement and advancement are better in Guild 
compared with Craft. In general, the educational 
background of the Guild is superior to those in 
Craft. And while there are some who attend 
college to delay the day of seeking employment, 
in general advanced education is a discipline in 
itself which should foster high values in the 
meaning of work. 

In the foregoing discussion, no reference has 
been made to the causes of absence from work, or 
the relationship, if any, of the factors in ab- 
senteeism to the factors in motivations to return 
to work. I have no doubt that in many absences, 
especially short term absences of one and two 
days, the common denominator is a deficit in 
the motivation to work. However, the cause of 
absences are many and may indeed be _ inde- 
pendent of motivational factors. Peptic ulcer, 
hypertensive disease, myocardial infarction and 
cancer, for example, frequently occur in em- 
ployees highly motivated towards their jobs. The 
studies of Hinkle and Plumer which showed 
that the same minority of the plant population 
which accounted for the majority of absences 
year in and year out were, nonetheless, a group 
with high ambitions for advancement at work. 
But as part of their general life frustrations and 
difficulties in coping with stress, they were not 
happy with their jobs and “were prepared to 
welcome any opportunity to be absent with a 
legitimate excuse.” Obviously, then, emotional 
factors in certain employees may play a part 
both in the causation of absence as well as in its 
undue prolongation. 

In my own company, we have found that exam- 
ination in the in-plant medical department, dur- ° 
ing convalescence from illness or injury, shortens 
convalescence and increases motivation to re- 
turn to work. Especially is this so when it is 
coupled with job adjustments tailored to the 
disability during the first days or weeks follow- 
ing return to work. 

What then, are the conclusions? The more 
meaningful work can be made for the employee, 
the more powerful will be his motivation to 
return to work after an absence due to illness 
or injury, 
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Observations of both Hippoc- 
rates and Pavlov agree closely 
with some “modern” psychoso- 
matic concepts. 
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he perhaps most formidable advance in the 

field of medicine during the past two decades 
is the psychodynamic concept of health and ill- 
ness. Great as every single hard-won victory 
over a disease may seem, important as every new 
contribution or technique in itself may be, the 
view of the whole gives the doctor of today an 
unimagined chance of understanding what in 
the depths of man is causing him to become ill 
and what is determining his peculiar attitude 
towards accidents and mishaps, towards hunger 
and cold and the many other hazards he may 
suffer in the course of modern life. The outcome 
of the struggle for rehabilitation when con- 
fronted with impairment and disability will de- 
pend on the attitude of the whole personality. 
Indeed, this wholeness is an intimately related, 
interdependent, interaction of mind and _ body 
that aims to maintain at all times and in the 
presence of any form of stress, a state of balance 
or equilibrium. This article is directed to the 
integrality within the patient and his needs. 


IIIness a Faulty Adaptation 


It was Claude Bernard, the great French bi- 
ologist, who at the beginning of the last century, 
having discovered the glycogenic function of the 
liver and the digestive action of the pancreatic 
juice, came to the conclusion that illness was the 
result of a faulty adaptation to noxious agents. 
He stressed the point that this adaptive defense 
reaction which originally was meant to help the 
organism in his battle against destructive ele- 
ments, could become a damaging force itself. This 
theory has been substantiated lately by a number 
of researchers so that we see, for instance, that 
when a system responds to danger with an out- 
put of adrenalin, which in turn brings about a 
rise of the blood pressure, an over-adaptation to 
a threat, real or imaginary, may overstimulate 
the sympathetic system; or may, as in a state of 
anxiety, keep up a pressure over a prolonged pe- 
riod of time if an individual fails to demobilize, 
because in such cases, a threat continues to rule 
the mind of an individual. 


The Psychosomatic Concept 


Psychosomatic medicine studying the effect 
which disturbing emotions have on the chemistry, 
and its effect on the physical functioning of an 
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urganism, provides us increasingly with more 
data of the interrelationship between soma and 
psyche. Indeed, more and more do we see illness 
to be a destructive assault on the whole, and 
while illness may be of physical origin, most of 
the time it develops in the psyche first and then 
affects the body. Even in the case of a bacterial 
infection, we see that the resistance against an 
illness differs with each individual, and is indeed 
aggravated by self-destructive forces within the 
personality. 

What is the nature of these differences? Do 
we humans react differently at different times in 
our life, or are different personalities reacting 
differently to similar stresses? While it is true 
that our attitude physically and psychologically 
changes within the span of our life, and that our 
resistance may lessen or grow, the basic reac- 
tions toward life situations are, however, an- 
chored within the personality and are specific 
for an individual. 


The Four Temperaments 


Let us therefore take a look at the differences 
in personalities. Although it is no easy matter 
to classify human beings and their behavior, we 
find, nevertheless, about four different distinct 
responses to life situations which correspond ap- 
proximately to the four temperamental types 
Hippocrates already had described. In the later, 
not too well known experiments Pavlov con- 
ducted first on dogs and then on people, he ar- 
rived at observations which closely approximated 
Hippocrates’ four temperaments: 

PAVLOV 


(1) Strong 
Excitatcry Type 


HIPPOCRATES 
Choleric 
Temperament 


corresponds to 


Sangu'ne 
Temperament 


(2) Lively Types correspond to 


(3) Calm Imperturbable resembles Phlegmatic 
Type Temperament 

(4) Weak Inhibitory Melancholic 
Type Temperament 


corresponds to 


*Pavlov found the Lively types to show a purposeful and ccn- 
trolled reaction to identical stresses. 

Clinically and psychosomatically, one should 
not find it difficult to accept Pavlov’s classifica- 
tion, except that from a psychodynamic point of 
view, it would perhaps be more meaningful to 
name: 


(1) The strong excitatory type a hostile 


(2) The lively (The one showing purpose 
and control) — an aggressive adjusted 
personality. 

(3) The calm imperturbable 
pendent personality. 

(4) The melancholic weak inhibitory 
a withdrawn regressive personality. 


a passive, de- 


This classification, even considering the short- 
comings which any attempt to classify human 
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beings must have, is of more than just theoreti- 
cal importance. We find that we all deal with life 
situations more or less specifically, that is in ac- 
cordance with our conditioning; and that such 
dealings, the freedom of actions, or the inhibition 
of them — a well-balanced release of energies or 
the blocking of them — in a last analysis deter- 
mine an individual’s state of health or his atti- 
tude towards his illness. The body reaction, the 
blood chemistry, in a hostile aggressive person- 
ality may be similar to that in a passive regres- 
sive personality, except when exposed to continu- 
ous stress, fundamental differences in bodily 
functioning may develop. 

The first two groups —— one showing an over- 
alertness, an over-reaction and consequently an 
over-production of the fighting hormones; the 
other, having a more adjusted attitude — respond 
emotionally when confronted with a problem 
neuro-endocrinologically differently than do 
groups three and four. Perhaps one could also 
say that because they react differently towards 
life situations, their systems are stimulated and 
respond differently. 


Fight or Flight 


Groups one and two react to a threat by either 
fight or flight ( a term Cannon introduced). 
These individuals take action, the first too im- 
pulsively perhaps, the other more thoughtfully, 
but both “Won’t let grass grow under their feet.” 
They deal with a problem realistically. They can 
make decisions and they can act. Their endocrine 
system, in order to energize the organism, will 
produce or over-produce through the activation 
of the sympathico-medullo-pituitary-adrenal sys- 
tem those hormones which enable them to attack 
and wipe out a threat or an obstacle. Or, in our 
civilized life, to adjust to it. If the problem of 
adjustment (fight) conflicts with an individual’s 
instinct of survival, his moral, ethical, religious 
standards, then he will flee. 


Escape and Withdrawal 


Group three deals with a life situation by es- 
caping or dodging a problem. Or, where evasion is 
not possible, by procrastinating in the making of 
a decision. Such a person may say, “Well... 
one day I shal! resolve this or that.” People of 
that group are capable of resolving their problems 
partially in a realistic manner, but the greater 
part of their gratification is obtained from fan- 
tasy living and dependency on others. 

Group four has affectionately little contact with 
reality. People of that group may function well 
professionally, or in their work for a while; 
but they will have difficulty with living because 
for the most part they seem to have little belief 
in themselves, and can therefore not bring them- 
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selves into a positive relation to the society in 
which they live. A further consequence is that 
they lack direction, and cannot build a clear 
meaningful goal for themselves, except a basical- 
ly destructive one. The greatest difficulty this 
type has throughout life is to control deep-seated 
hostility and self-destructive drives. 


The Heart Patient 


In a paper which I read about three years ago 
at the Convention of the American Psychological 
Association, dealing with the “Psychological As- 
pects of the Dying Patient” I confronted the two 
killers of our time Heart Disease and Cancer 

- and I tried to examine whether there is a rela- 
tionship between these diseases and personali- 
ties. According to my observation, there is little 
doubt that the person suffering or dying from a 
heart disease belongs primarily in Group I. His 
reaction towards life situations stimulates 
primarily the sympathetic nervous system. 


The Cancer Patient 


Patients with cancer, I believe, die from a 
negative state of stress so to say. They die 
when they are overcome by a state of futility and 
hopelessness. We have lately gained scientific 
proof that the heretofore belief, that man dies 
when his heart gives out, in a last effort during 
a systole, cannot be maintained any longer. 
Man can die, and does die, by giving up. 

Recent experiments by Carl Richter on rats 
show that his special breed of aggressive Nor- 
wegian rats could swim 60 to 80 hours, but when 
they were confronted with a hopeless situation, 
would die within minutes. Contrary to this re- 
searcher’s expectations, death seemed to have 
occurred as the result of an over-stimulation of 
the parasympathetic system rather than the sym- 
pathico-adrenal system. He came to the conclu- 
sion that sudden death has been described in 
man and many animals apparently as a result of 
hopelessness, which seemed to involve over-activ- 
ity of the parasympathetic system. 


Hopelessness as Cause of Death 


Recent studies of the effects of imprisonment 
on American soldiers during World War II show 
that approximately 94,000 United States soldiers 
were taken prisoners of war in Europe. Most of 
them were imprisoned for about 10 months; less 


than 1% died. In contrast, in the Pacific 
Theater, approximately 25,000 Americans _be- 
came prisoners, and remained in prison for over 
three years. They were exposed to threats, abuse, 
and humiliation and about one third of them 
died. During the Korean War, about 6,000 
soldiers were captured by the North Koreans 
and here again, about one third died. The cause 
of death in many instances was not very clear, 
and the reference was made to “give-up-itis” as 
the cause of death. States of demoralization, de- 
spair, humiliation, and a sense of futility caused 
apathetic listless states, with feelings of not car- 
ing, of refusing food or drink, of staring into 
space, and of a gradual decline of vitality ending 
in death. 


Summary 


Health is a state of balanced functioning, an 
inner drive of adaptation to the stresses of life. 
As long as an individual is emotionally and phys- 
ically able to adjust to stress he can maintain a 
state of balance and will remain whole — that is, 
healthy. If a situation proves to be stronger than 
the individual, then something in the personality 
must break. This can be a physical or mental 
break. It will depend on the individual’s ability 
to find his way out of the dilemma, by either 
breaking the situation, or by a process of read- 
justment — which means not simple compromise 
but a positive acceptance of a life situation or 
situations — without inner rebellion, resent- 
ment, or unconscious hostility and thereby allow 
his system to regain a state of balanced func- 
tioning. It is safe to say that the individual who 
is capable of accepting responsibility and can re- 
late to his environment will be able to fulfill him- 
self creatively, and because these people are cap- 
able of building mature goals for themselves, the 
chances are that they will remain wholesome. 
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Saad men reasonably aware of automation doubt 
that vast changes are in store for mankind as 
a result. In our opinion, these changes give every 
indication of more sweeping effeets than are 
anticipated presently. Also we feel sure such 
changes will evidence themselves sooner than 
most of us expect. The automatic factory and the 
automatic office already are realities, well past 
the pilot stage. Further utilization of automation 
is now largely a matter of economics, with tech- 
nologic barriers being tumbled daily by our 
scientists and engineers. 

For these reasons and because a consideration 
of the problems automation will bring to people 
seems to have been overlooked, we venture some 
thoughts and speculations on philosophic impli- 
cations of the subject. We do this because of a 
conviction that automation will bring about one 
of two completely opposite results: either great 
good, as machines free mankind from toil; or 
great evil, as machines shackle mankind, relegat- 
ing the ordinary man to an unsought, unwanted, 
parasitic existence without ultimate aims. Which 
of these results eventually occurs has no relation 
to the technical or scientific problems of automa- 
tion. Rather, the human problems will govern, 
human problems bound to result as machines 
capable of both action and thought absorb in- 
dustrial operations. 

Automatic production is merely the latest step 
in man’s effort to conquer his physical environ- 
ment. As our Western civilization created its 
own brand of economics, based to a great extent 
on an industrial system, we have been led obvi- 
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In a society built on productivity, man can 
no longer compete with machines. The 
authors consider some long term implications 
of automation. 


ously and logically to this latest result, referred 
to by some as a second Industrial Revolution. Un- 
doubtedly to the mind of the nineteenth and twen- 
tieth century, mass production appeared as an 
equally sweeping change. But in retrospect there 
has been one important difference between the 
mechanization of production and the automation 
of production. In the earlier form, mechanization, 
power was increased and machines substituted 
for certain human actions. Since only power was 
involved, the variety of human actions thus re- 
placeable was limited primarily to nonthinking 
actions and those movements which through 
repetition would become instinctive or habitual. 
Mechanization replaced horses and muscles. 
Mechanization would not replace skill, dexterity, 
preciseness, and above all, it would not replace 
thought. 

Automation, with its ability to pierce that 
thought barrier, attacks a whole new field of 
human activities. It becomes difficult upon re- 
flection to list very many human activities, suf- 
ficiently creative to which machine replacement 
seems impossible. As our economic system gears 
itself to automation, increasing areas of human 
activities must be replaced by automatic process- 
es, and, if past performance is any criterion of 
things to come, in addition to the economic drive 
toward automation will come the seemingly in- 
nate tendency of engineers and scientists to look 
upon any human being at work as a challenge 
to their ability to replace him by a machine. If 
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even now electronic testing devices montftor, 
detect, and control better than humans can, 
imagine what wonders of design we can expect 
in the future. 

In brief, not too many years from now we 
will have automatic factories, complemented by 
automatic offices. Simple economics will dictate 
the elimination of costly and less perfect hand- 
made or hand-assembled products, hand-kept 
records, and practically everything else. 

Which, of course, poses these questions: What 
happens to people, i.e., their individuality, their 
need for self-expression, ultimate aims? What 
becomes of biologic egotism, interpersonal altru- 
ism? The desire to accumulate gratitude? The 
need for approval? In brief, what will be the 
way of life in an automated society? 

Neither of the two possible end results of 
automation mentioned above would of course oc- 
cur with dramatic suddenness. Men will not re- 
tire one night to awaken to a new world, be it 
good or evil, on the morrow. In fact, if auto 
mation becomes a blessing, the transformation 
will probably go unsensed except as a matter of 
retrospective comparisons. If automation be- 
comes a curse, the realization of the evil at loose 
will probably come as a rather sudden shock as 
such things do, but at different times, to differ- 
ent groups, and in different ways. Many men 
will recognize the portents of the curse and per- 
ceive its relentless crushing advance, their 
shouts of warning lost by the acclaims of the 
majority who will be led to see the monster as a 
modern St. George dedicated to the destruction 
of the dragon of toil. Only time will bring the 
realization that perhaps after all the dragon 
was the real hero of the story and contrary to 
the way we like to think, the “bad man” won 
the battle. 

The disappearance of the bulk of industrial 
workers would begin gradually, gathering mo- 
mentum as economics, technology and application 
grease the ways for automation’s advance. At 
first automation would not create any undue un 
employment problem. In fact, it seems lozical to 
believe that in the initial stages the demand for 
industrial workers would actually increase over- 
all as new industries are created, just as has been 
the case since the industrial revolution began. 

The second step should see the increased de- 
mand for more workers taper off and finally 
reach a static stage. This static stage or stabili- 
zation of the total working force could last for 
a reasonable period of time and properly con- 
trolled, as it probably will be, could be extended 
long after the actual demand for workers had be- 
gun to decline. That is, the total work force would 
be sustained by shortening hours, utilizing the 
same or greater numbers of people for shorter 


periods of time. Such a sustaining procedure 
could be geared to the economy by a careful 
matching of productive wealth to purchasing 
power and wages used as the medium of balance. 
At any rate, this phase of the human problems 
accompanying automation appears to have long- 
er range aspects than the more immediate one 
to be discussed below. However, this phase be- 
gins to merge with the immediate problem and 
will demand further exploration later. 

Because now an additional something begins 
to assume increasing proportions; something 
new we have not had to face before — the prob- 
lem of increasing the number of unemployables. 

Look at it this way. Today it takes a certain 
minimum of capability composed of intelligence, 
competence and trainability to remain “in” our 
society as a useful member. Those not possess- 
ing these minimum qualifications can be con- 
sidered “of” our society but not “in.” In Amer- 
ica at least such people are taken care of in one 
way or another, through charity, by relatives, 
by the state, and other means. In all cases, re- 
gardless of the method of care, they are looked 
upon as a burden, ineligible and undeserving of 
the full benefits available to the “ins” of the same 
society, and deprived in at least some measure 
of the full bounty of benefits. 

Let us suppose it were possible to measure 
capability, or intelligence, competence, and train- 
ability accurately enough so that an arbitrary 
numbers scale could be used similar to the cur- 
rent but inadequate IQ system. Further suppose 
some hypothetical number, such as 50, represents 
minimum capability under present day condi- 
tions. That is, those human beings whose capa- 
bility carries a number less than 50 are “of” 
but not “in” our society; those whose capabilities 
measure greater than 50 can still find a useful 
niche and are able to make their own way and 
stand on their own feet amid the vicissitudes and 
tribulations of modern living. 

Generally speaking, we tend to classify those 
under 50 as “unemployables.” The lower num- 
bered members of the group are often tagged 
with the less desirable name of “morons.” It is 
beyond their entire scope of capabilities to do 
the most menial, simple jobs available to modern 
man, at least in America. They can’t dig a ditch, 
they can’t put pieces of paper in a file, they can’t 
wash cars, they can’t scrub floors. Some of them 
can perform such tasks part of the time but in a 
very unreliable way, and then only under constant 
expensive supervision. Hence all fall into the 
general classification of unemployables. 

Now let’s put automation to work. Among the 
first of the jobs now in existence doomed for 
oblivion by machines are filing jobs, the few 
remaining ditch digging jobs, screwing on nuts 
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and bolts in an assembly line, and the like. As 
such jobs are eliminated, the minimum em- 
ployable capability figure increases, say from 50 
to 60. People whose over-all capability number 
falls between 50 and 60 join the ranks of unem- 
ployables. Some day they find themselves on 
some kind of a scrap heap, “of” but no longer 
“in” their society, willing but no longer able to 
meet life as contributing useful human beings. 

Logic insists that only time becomes a factor 
before the number goes up again, from 60 to 70, 
from 70 to 80. And each time it rises another 
segment of our population loses its social fran- 
chise, and another group is relegated to some 
limbo of living along with our morons of today. 

But several important differences exist. 

In the first place, these people are not morons 
as we use the word today. They are quite capable 
people, anxious to be useful, willing to work. 
They are heads of households and parents who 
strive to guide their children to the best of their 
abilities. The only drawback they have is an in- 
ability to compete with a machine and posses- 
sion of a mentality untrainable to fill a need in 
the new society. There are those who would 
belittle the importance of the elimination of such 
individuals. “Train their children instead. These 
are the kind of people who raise delinquents any- 
way. If their children were turned over to ex- 
perts for raising there would be fewer morons!” 
All of which sounds suspiciously like the argu- 
ments would-be dictators have used since the 
very dawn of history. 

Yet; to society as a whole their displacement 
is justified. The very machine that displaced 
them clumps along tirelessly producing greater 
wealth for the society than the human being 
ever could. Because of the machine there are 
more and better things for everyone. For society 
to destroy the machine in favor of the worker is 
unthinkable. It is simple to see the impossibility 
of such a step when one considers the destruction 
or outlawing of any particular technical advance 
or machine, since of course it is conceivable that 
different people will wish the destruction of 
different machines, integrating into a sum total 
of all machines. One need only think of the con- 
tribution of mechanization to the abolishment of 
pain in the dentist’s chair, or on the operating 
table, to conceive of the ridiculous nature of 
such an act of destruction. 

Thus we reach the dilemma of no retreat or 
deviation from our present path, yet the human 
problem remains. 

Consider also the difference between the 
creation of unemployables as automation pro- 
ceeds and the creation of unemployment as in a 
depression. An unemployable is created because 
he is replaced by a more suitable machine which 
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at the same time creates more wealth for the 
society of which he is a member. Now as we 
build up our army of unemployables we do so 
in the midst of increasing wealth and a higher 
standard of living than was ever conceived 
before. And the creation of more such employ- 
ables plunges on with increasing tempo, hand 
in hand with the creation of even more wealth. 
Each succeeding group of unemployables pos- 
sesses a higher and higher degree of capability. 
Yet if machines can replace them and their kind, 
their use to the productive society terminates. 

There appear to be no brakes on this process, 
nothing to stop the obsolescence of a majority 
of our present working force, and all of this, 
mind you, in the midst of incredible productive 
capacity and wealth. 

What will happen to these people? 

One small inkling of what such people face is 
exemplified by a situation not uncommon even 
today. The only son of a close friend was born 
mentally deficient. He was a beautiful child, 
perfect physically, but with an incurably re- 
tarded mentality. For six years his parents cared 
for him, trying in every way to give him a nor- 
mal childhood within their abilities. They realized 
the impossibility of providing normalcy for that 
child within their own home. Particularly diffi- 
cult was the situation when the boy came in 
contact with normal children. Somehow his poor 
little mind sensed his inferiority, or their superi- 
ority, despite his size, leaving him insecure and 
bewildered. 

These parents courageously made an important 
decision. The child was placed in a home for 
mentally deficient children. The change was 
quick and noticeable. Able to compete, his con- 
fidence returned. Able to be as useful as the 
next person he met, a lost sense of belonging 
was restored. 

As automation sends group after group into 
obsolescence, this child’s problems become theirs 
on a far larger scale. For these people have 
normal, alert minds. No manufactured atmos- 
phere will fool them. Inconceivable is a society 
within a society whereby with machines produc- 
ing on the outside, such people continue to labor 
uselessly to preserve the fiction of usefulness. 

And so we see a picture of a fabulously 
wealthy seciety capable of almost unlimited pro- 
duction, with half or more of its populace unable 
to participate; people “of” but not “in” the 
society. 

One can almost envision the attempts that 
will be made to utilize these people. Large gov- 
ernment-sponsored public works projects, labori- 
ously performed manually, with machines capable 
ef doing the job standing by. Military service, 
outright relief, early pensions would be other 
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panaceas. But none of these, no matter how 
generous, provides the needed feeling of useful- 
ness, of belonging, or contributing. 

And so we say, “so what?” After all, these 
people will be fed, clothed, housed. They will 
have more luxuries than ever before. Government 
statistics will prove they possess more auto- 
mobiles, more TV’s, more everything than any- 
one else and far more than previous societies 
dreamed of. How could such ingrates remain 
unhappy ? 

But then as man finally finds himself in the 
midst of plenty raining on him from sources 
beyond his understanding, but without useful- 


ness, how will he react? 


Philosophic Implications 


To give meaning and direction to life, human 
beings must have long range aims. God, patriot- 
ism, families, and institutions have served over 
the ages as long range aims. Even the most 
desirable objective, if short-lived, could furnish 
satisfaction for the moment but never for the 
future. Many long range aims are based on 
approval and gratitude. Even in the case of the 
most basic pure scientific research there is an 
ultimate aim, be it only subconscious, for the 
scientist to win gratitude and approval from 
other human beings. We mention short range 
aims (i.e. hedonism) as giving immediate grati- 
fication. Even a successive number of these 
seldom have any influence on the distant future. 
They are frequently of a passive nature and the 
recipient is acted upon by them rather than pro- 
ducing the action. 

On the other hand, man’s long range aims are 
designed for future gratification and may have 
little influence upon his well-being at the present. 
In fact, they may conflict with his present well- 
being as in the case of a missionary who is de 
voured by cannibals. He has a long range aim, 
however, of faith in creation or in a Creator. On 
a short term basis he may accumulate gratitude 
of those cannibals who did not participate in 
the feast and who felt they had received benefits 
from him. The idea of accumulating gratitude 
on a long range basis in the mind of the mis- 
sionary was linked with attaining his ultimate 
aim of union with his Creator and happiness 
thereafter. 

In a practical sense it behooves man to express 
himself as fully as possible according to his 
talents, be it in manual work, artistic painting, 
or theoretical physics. In doing this he may en- 
noble himself, and possibly others, by establish- 
ing a harmony with nature and/or a_ super- 
natural being. 

What are the ways man can continue to grow? 
Of our own knowledge, what is left him once 


he is freed from the challenge of his environ- 
ment, and the challenge of providing food, cloth- 
ing and shelter? 


Historical Background 


History fails us here since men have failed 
themselves, leaving no record of successful re- 
sponses. In the past, societies have come fairly 
close to a goal of independence from the environ- 
ment. Slaves were once the counterpart of modern 
automated machines, freeing the victors from 
much of their former drudgery. 

To find the true danger that threatens, let us 
look at some historical concepts and parallels. 
Marvelous as the technology of such a society 
will be, it is still a society composed of human 
beings. Electronics and automation will not 
change people, but will only change their prob- 
lems. Let us see how such a society as we have 
described will react, based on the reactions of 
societies faced with similar problems in the past. 

A logical explanation of the growth and dis- 
integration of civilization produced to date is 
contained in the masterful Study of History by 
Arnold Toynbee. His reasoning becomes even 
more meaningful as it is employed toward a 
better understanding of today’s problems as 
faced by groups and even individuals. 

Toynbee theorizes that civilization grows 
through proper and successful responses to the 
series of challenges presented. These successful 
responses are conceived by a creative minority, 
and the successful techniques so developed are 
passed on to the many through the process of 
mimesis. 

Without challenge, a civilization fails to grow. 
If the challenges are overwhelming, the civiliza- 
tion fails to get started or becomes aborted, to 
wither and die. If the civilization fails to re- 
spond properly and successfully to a major chal- 
lenge, its process of growth changes to disinte- 
gration. This disintegration is led by a dominant 
minority consisting of a group which was once 
a creative minority, but who, having failed to 
come up with the proper response, seeks to 
perpetuate itself by force or other means. 

In this regard Toynbee asserts that of the 
23 or so distinct civilizations of mankind he has 
been able to define, only one — our own Western 
civilization — still appears to be in the growth 
process. Even here Toynbee hesitates, admitting 
the difficulty of an historian to analyze objec- 
tively his contemporary surroundings. 

The Western institution of productive in- 
dustry has provided an amazingly successful 
response to many of the more recent challenges. 
In fact, complete mastery of our physical en- 
vironment through productivity has become al- 
most a fetish of our civilization, a deep-rooted 
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drive consistently sparking our growth. This 
institution grew in importance as we found it 
equally successful as a weapon, both defensive 
and offensive, in repelling the counter-attacks 
of other civilizations (Russia, Japan), as well 
as quelling rebellion within our own ranks 
(Germany). No other civilization possessed 
such complete mastery of a technique or institu- 
tion, nor has any other civilization possessed 
such a powerful weapon in meeting its chal- 
lenges, which partly explains why we are prob- 
ably still in the growth stage. 

But history also shows us that often a civiliza- 
tion fails to meet a challenge because of over 
dependence on an institution or technique which, 
though enormously successful in the past, proves 
incapable of meeting the new challenge. 

Our industrial productivity has helped meet 
the challenge of armed counterattack from with- 
out. It has successfully met the ever existing 
challenge of men’s physical environment. Up to 
now it has fulfilled the need of members of that 
society to play a useful, productive role in the 
growth of their civilization. But looming ever 
higher before our Western civilization as the 
next challenge are our human problems, the 
ability of man to live with man, to grow spiritu- 
ally and morally, to turn free time into construc- 
tive endeavor, to solve the anomalies of this 
human world. 

The fall of the Roman Empire has been laid 
to many causes by many authors. Certainly 
Rome grew while its citizens were free, useful, 
a part of their society in the Hellenic civiliza- 
tion. Rome’s greatest progress before becoming 
the Universal State of the Hellenic civilization 
lay in its overcoming of counterattack by its 
free citizenry; the meeting of challenge of gov- 
ernment by instituting a republic; the conquer- 
ing of its physical environment by the draining 
of the marshes; the building of roads and the 
like. 

Toynbee gives as the point of decline the 
widespread institution of slavery which replaced 
the free citizenry in the fields and industry, 
forcing the citizens into the cities, there to be- 
come dependent on doles; held in check by a 
dominant minority through fear, bread and 
circuses. Hence he describes a hollow shell of a 
civilization which provided weaker and weaker 
resistance to the onslaught of the barbarians 
until the human wave washed over and the Dark 
Ages began. 

Is not the simile clear? What difference be- 
tween a human slave and a mechanical slave? 
What difference between a mercenary and an 
atomic bomb? What difference between a soci- 
ally secured citizenry complete with TV sets, 
and a dole-fed populace complete with circuses? 
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What difference between a Roman ruling class 
and a group of highly skilled technologists and 
scientists as a dominant minority supreme in a 
world based on technology? 

And so we see that automation, while provid- 
ing the cornucopia dreamed of by all men, can 
also forge the chains of his slavery and grease 
the skids of our civilization — disintegration, 
not from without, but as in the case of Rome 
and so many others, from within. 

Moralists point out that the conquering society 
failed because it was morally wrong to possess, 
as property, another human being. They go on 
to claim that the society’s fall was retribution 
for this moral wrong. That slavery is morally 
wrong goes without saying, but there is no evi- 
dence that the society was punished by some 
inexorable justice. 

One facet of the failures might be due to a 
degree of moral disintegration that goes with 
the practice of slavery, but it is hard to believe 
in the concept of punishment, divine or other- 
wise, as the main cause. 

The citizens of Rome, for example, freed (or 
as some would put it, denied) from the fields, 
converged on the city to be fed and entertained 
on the spoils of war, carefully doled out by the 
dominant minority currently in command. 

With the challenge of possible invasion gone 
for many centuries, protected as they were by 
mercenary troops, most Romans faced no real 
challenges and they failed to grow. When the 
blows from without rained down upon them, 
the hard core on which the Empire had been 
built was a rotten shell quickly crumbled by 
other peoples on their way up. 

Nowhere in history do we find a successful 
answer to the problem of enforced leisure. What 
courses are open, assuming one or more could 
be made to work? 

1. A return to the past — Toynbee calls this 
archaism. The concept here is that since prac- 
tices in the distant past seem successful, why 
not return and then perhaps the modern prob- 
lems will go away. 

2. Solace in religion — belief in a divinity 
and a life hereafter. 

3. Creativeness — a renaissance of the arts, 
new horizons in painting, literature, music, 
philosophy — creation of new institutions. 

4. Withdrawal — from the problems of day 
by day living into a dream world of fantasy. 

5. “Improvement” of the species — with a 
big question mark, since what constitutes ‘“im- 
provement” is hard to define. 

6. Education — to some end permitting a 
feeling of usefulness. 

An examination of each of these alternatives 
leaves many problems unsolved. In the first 





place, it is obvious that no one of them would 
be the answer to all people. Hence no one of 
the alternatives provides a useful answer. Second- 
ly, each alternative contains certain flaws which 


become quite obvious upon closer scrutiny. 


Return to Past 


Our Western civilization has already witnessed 
attempts at archaism. As early as the 18th 
century, Thoreau, already alarmed by the picture 
of his society rushing madly to nowhere, specu- 
lated on the merits of a return to the “natural 
life.” Sects and cults of one sort or another have 
advocated this approach to life. 

That this approach to our problem is utterly 


impractical and useless, is of course self-evident. 


In the midst of an automated machine soziety 
spewing forth goods, services and wealth, the 
prospect of a “back to nature’ movement be- 
comes ludicrous. As a diversion for a_ small 
group, perhaps, but they would be considered 
eccentric at the least, and more probably crack- 
pots. As a solution for our society as a whole, 
it is out of the question. Cultural change does 
not appear to be a_ reversible process unless 
catastrophe occurs. Even then, the rebuilding 
will take certain different routes. 


Solace in Religion 


One approach at this time could conceivably 
be a strong religious revival. 

Religious revivals have been invariably con- 
nected with crises in man’s history. Christianity 
itself provided the needed escape for men’s souls 
during the difficult years of the breakup of the 


Roman Empire. 
Upsurge in Creativity 


Some people have the ability to create regard- 
less of environment. It is customary to think of 
creative contributions in the arts as made under 
extremely adverse conditions such as poverty, 
etc. Though this may have been true in indi- 
vidual cases, societies as a whole have produced 
their finest creative works during their period 
of vigorous growth when a point had _ been 
reached which permitted the society to support 
genius of this nature. Decadent periods in the 
arts have been associated with the decline of 
the civilization even though the real time of 
troubles lay ahead. For example, Rome, during 
the Golden Age of Augustus, when the Pax 
Romanum was at its height, produced little in 
the way of artistic effort. The Golden Age was 
the age of copy of tired replicas of the true 
genius of an earlier Hellenic renaissance. 

To expect that leisure will produce a surge of 
creative effort appears to be wishful thinking, 
as a belief by man’s destiny. If the automated 


age of plenty does produce such a surge, it will 
be an innovation in human matters. 

This does not mean, of course, that leisure 
will not permit more attention to personal 
creativeness in many fields. Undoubtedly, even 
if their work is of second or third grade stature, 
some will find self-expression as an outlet for 
their energies. A feeling of usefulness will un- 
doubtedly be achieved by some. 

But this creative urge is not a common one. 
It is difficult to believe that many individuals, 
no matter how hard they try, will be able to 
convince even their families that their efforts 
are worth-while enough to give a feeling of 
usefulness. 


Withdrawal 


The awareness of self psychologically involves 
primary feelings such as love, fear, anger, hurt, 
and the like. It is not all feeling without think- 
ing, however, and psychologists tell us that the 
thinking aspects of experience will color our 
areas of awareness in what is felt or loved or 
hated, by interpreting, evaluating and generaliz 
ing experiences that involve feeling. We are told 
further that the first characteristic of real self 
is a feeling of aliveness. This is in contrast to 
what we might call “neurotic deadness.” The 
real self also has a_ self-generating potential. 
That is, feelings flow from the central core of 
self. This flow often is without reference to 
situational cues, routine and habits. Other char- 
acteristics important to our consideration in 
dealing with real self are spontaneity, sense of 
individuality, respect for others, and last but 
not least, social and political responsibility. The 
question germane to this discussion will be 
whether people in the future will want to be 
their real selves, or if they will want to live in a 
dream of the past of their “not so real self” 
where, in a quasi-paranoid state, they can dream 
of the days and the centuries when they were 
needed as individuals in a society, or when they 
could accumulate the gratitude of their fellow 
men, or when they could create or do scientific 
investigation with short and long term aims. 
They will, in effect, make a neurotic bargain 
with the society and give up real units of self 
which are subject to hurt or unhappiness to ac- 
cept the paranoid dream — the dream of their 
not so real self. 

If television and other mass communicative 
media today present any criterion, withdrawal in 
one form or another may well be the answer, 
albeit gruesome, for many of the obsolete citi- 
zens. As improved forms of entertainment are 
devised, the temptation to withdraw to a “never, 
never land” will increase. Further, this consti- 
tutes the group most subject to mental manipula- 
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tion, so that “improved” forms of withdrawal 
will be forthcoming. Adding smell, feeling, etc. 
to television should attract not only new but 
stronger adherents. Perhaps the cubby hole ex- 
istence in some future human hive as portrayed 
by science fiction writers is not as fanciful as 
it may seem. 

Of course, the fallacy is that such a state of 
stupor cannot persist. If this does become the 
answer to automation, it would also probably 
spell the doom of the species. In other words, 
this reaction is not a solution but a concern 
Man does not get a feeling of happiness by stay- 
ing alive. In fact, long life without fulfillment 
becomes boredom and hopelessness. It is true 
that many people today muddle through or drift 
aimlessly from one day to another, but this is 
not the norm for the vast majority of humanity. 
Even in countries such as Sweden, where comfort 
and security enable those citizens to enjoy great 
things in life, comfort, and more particularly 
security, may not have furnished great and en- 
joyable ultimate aims. Already there are indi- 
cations of increase in mental health problems 
with a concomitant increase in suicides. This 
points up the fundamental need for challenge in 
work and reward. The reward may be dollars 
or medals or other human beings who could be- 
come our slaves because of our money, and in- 
tellectual or material possessions. 

Gratitude to the State is not a means of ful- 
fillment of ultimate aims among human beings. 
They must accumulate this gratitude among fel- 
low human beings, singly or collectively, in 
order to live a stable or happy existence. 


Improvement of Species and Education 


Improvement of the species and education 
must be considered together. 

That the automated world wil! produce a 
better educated society due to increased leisure 
is practically a certainty. It is an equal certainty 
that this increase in education will not produce 
a more intelligent society. 

As was pointed out, to be productive will take 
an increasing over-all capability factor. Educa- 
tion is the catalyst which will permit anyone to 
develop to the limit of his capability factor — 
not beyond. 

In all of this discussion we must hold the 
natural law and the evolutionary process of the 
species as good and sacred. By means of natural 
selection or preservation, we of the human race 
have reached this point of creating a problem of 
too large a horn of plenty. 

We have the cumulative memories of past 
generations engraved in the chemistry of the 
common gene poo! of all humanity. Each suc- 
cessive generation evolves and relives the ex- 
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periences of our ancestors. Some evolve with 
inherited resistance to cold and hunger, some 
to heat, others to stress, and conceivably a 
precious few, whose ancestors lived .on natural 
atomic piles, with an inherited resistance to 
radioactivity. 

In practice, therefore, the natural law, evolu- 
tion of the species, and the salvation which may 
lie in the common gene pool must remain sacred 
and inviolate. As long as the human species with 
its common gene pool is permitted to continue 
its natural selective process on a random basis, 
the curve of normal distribution of the capa- 
bility factor will not change markedly. Hence, 
so far as the percentages of population are con- 
cerned, the number of unemployables will remain 
constant over a long period of time. However, 
if we do not tinker with the human common gene 
pool, as some exponents of birth control now 
propose, the complex genetic chemistry that pro- 
duced man’s Factor (X) of creating or invent- 
ing the problem of automation will eventually 
operate in solution of the problem. We admit 
we are dealing with an almost imaginary factor, 
but believe it to exist and to be related to the 
common gene pool of the human race. As world- 
wide travel and communication expand, racial, 
tribal and national barriers will disappear and 
there will result a biologic potentiating effect 
on the Factor (X). 

Mental health problems could occur before 
Factor (X) became operative. We devote much 
attention these days to possible deleterious effects 
of stress. People could die of boredom or hope- 
lessness, but would rarely die of stress which in 
fact appears to be the catalyst for growth. We 
mentioned the possibility of large numbers of 
human beings making a “neurotic bargain” with 
automated society, withdrawing, and in a sense 
becoming automatons. This could surely lead to 
increase in mental illness and mass suicides in 
a desire to kill off the “not so real self” which 
is blocking freedom to reality. 

We must postulate according to biological 
science and evidence in other disciplines that 
the characteristic feature of life in man is ego- 
tism. When life was a single cell, even then that 
cell became the center of its aims and sought 
moreover environmental conformity to its aim. 
When life became more complicated, involving 
collections of cells, the same egotistic aim ex- 
isted on a collective basis. Further up the 
evolutionary scale, large numbers of cells eventu- 
ally began to share a single life and became a 
single being, such as man. Man in acquiring a 
high degree of specialization then had to make 
the choice between egotism and altruism, a 
choice with which the amoeba is not faced. This 
is what created for man the need for harmony 
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with nature and community. His security then 
hung in a homeostatic balance between accumulat 
ing gratitude of the community and seeking 
revenge among those that would affect his homeo 
static balance. This revenge could be upon in- 
animate as well as animate things. It is conceiv- 
able that in the process of development in an 
automated society revenge, patriotic or other- 
wise, could disappear. This would fulfill the 
beatitude of “the meek inheriting the earth.” 
Man could take revenge on the machines of auto- 
mation, but this is not likely, if history be any 
judge. Interpersonal altruism may not be recog- 
nizable as we know it today. At worst, all al- 
truism could be toward a State controlled thought 
system administered through mass communica- 
tive media. At best it could be an altruism of 
reverence toward creation and Creator. 


Summary 


1. Automation is the second industrial revolu- 
tion with philosophic implications far exceeding 
and undreamed of in the first industrial revolu- 
tion. 

2. Man as a biologic, rational, spiritual entity 
must react over decades and centuries in adjust- 
ing to change. His greatest hope is to protect 


Coffee, with Compensation 


the natural law governing his biologic existence 
and not to tinker with the common gene pool 
that has operated successfully over generations, 
not only evolving problems, but producing solu- 
tions to these problems. 

3. It can be expected that before the Factor 
(X) discussed becomes operative, mental health 
problems may increase, and thfs will not be be- 
cause of population crowding. Long before there 
is an overpopulation problem, mental health 
hazards will appear in proportion to the increase 
in man’s feeling of hopelessness. 

4. Respect for the individual, and reverence 
for creation and the Creator still offer hope of 
continuing some semblance of happiness, inter- 
personal altruism, and creative endeavor among 
men who may become victims of their own prog- 
ress. These entities must remain even if it 
means revolutionary changes in our thinking in 
psychology, economics, political science, manage- 
ment, and any human endeavor or discipline 
which may be even remotely affected. 

5. We are optimistic, and feel man will con- 
tinue to give meaning and direction to his life 
through long range aims. God and institutions, 
families and patriotism, will continue to serve 
as long range aims as they have in the past. 


A woman injured on a coffee break is entitled to 
a workmen’s compensation award. So ruled the 
Minnesota Supreme Court in its recent decision on 
an injury to a woman worker who slipped on an icy 
sidewalk on her way to a nearby store for her 
coffee break. The court held that since the right to 
obtain coffee during a work break is a condition of 
employment, the injury arose out of and in the course 
of her employment. 
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CONTEMPORARY TECHNIQUES 


IN TEACHING 


OCCUPATIONAL MEDICINE 


1. The Field Trip Revitalized 


@ JEAN SPENCER FELTON, M.D. 


Los Angeles, California 


n a survey conducted recently of the medical 
I schools in the United States and Canada,' it 
was learned that 47% of the institutions in- 
cluded field trips as a teaching mechanism in 
their undergraduate curricula in occupational 
medicine. In spite of the modest perpetuation of 
this means of exposing the student to industrial 
processes and occupational health programs, 
there has been no strong support for the field 
trip. It is believed that this type of visitation 
can be an invaluable format for teaching, and 
its reactivation should be undertaken by those 
instructors who currently feel its returns do 
not warrant the time and effort required. 


California Experience 


Within the past 18 months the Division of 
Occupational Health of the School of Public 
Health, University of California, Los Angeles, 
has utilized the field trip, with some modifica- 
tions to insure its success. This has been limited 
to special students and graduate students in oc- 
cupational health, and has not been offered to 
large classes of medical students. Those making 
the trips have included medical students, and 
masters and doctoral candidates who were 
M.D.’s, health educators, and industrial hygien- 
ists. 

To date, field visits have been made to air- 
frame manufacturing companies, a meat pack- 
ing plant, a steel plant, a major motion picture 
studio, air force bases, naval installations, mis- 
sile components manufacturers, atomic energy 
installations, sheltered workshops, a chinaware 
and pottery plant, a pen manufacturing plant, 


Dr. Felton is Professor of Occupational Health, Schools of 
Medicine and Public Health, University of California, Los 
Angeles. 
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petroleum companies, the water and power de- 
partment of a city government, the Los Angeles 
Police Department, a bank, a rubber company, 
and a glass products manufacturing plant. The 
groups have averaged about five to six persons, 
in addition to the instructor, and the activity 
consumes a full morning or afternoon, or in a 
few instances, the major portion of a day if the 
facility being visited is some distance from the 
UCLA campus. 


Arrangements 


Within one to two weeks in advance of the 
visit, the medical director of the company con- 
cerned is called and if a field trip is feasible, the 
details are developed as to day, time, route, num- 
ber of visitors, and objectives. If the company 
has no full-time medical director, the tour is 
planned with the chief occupational health nurse, 
and lacking such a person, with the personnel 
director. Adequate notification permits the ar- 
rangement of passes, the points of visit within 
the plant, lunch (if the trip extends over this 
period), the obtainment of blank medical forms, 
orientation booklets, or other specific documents 
which aid in pointing up certain features of a 
plant’s operations. Infrequently, the medical di- 
rector desires to have photographs taken of the 
visiting group. It is requested that the guide be 
a knowledgeable person who is conversant not 
only with the manufacturing processes, but 
with the workers and something of their needs. 


Principles of Behavior 


To all persons making the field trip, it is ex- 
plained that students and faculty alike represent 
the University to the public, so that conversa- 
tional content should not be controversial, nor 
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should the visitors press sensitive subjects or 
become argumentative. It is agreed that ques- 
tions will be asked of the person conducting the 
tour and of those with whom conferences are 
held on completion of the tour, but that no 
derogatory comments will be made of conditions 
which are found. No member of the company 
staff will be challenged as to a particular stand 
or opinion, and no criticisms of existing prac- 
tices will be made to anyone in the host role. On 
those rare occasions when this policy was not 
adhered to, embarrassment accrued to fellow 
visitors, and hostility was aroused in the plant’s 
representative. 

On the drive to the industrial site, it is de- 
sirable that all ride together, not only as it 
facilitates joint meeting at the prearranged 
time and place, but it provides opportunity for 
a review of what is known of the company, its 
operations, and its medical program. For certain 
visits, students have been asked in advance to 
orient the group as to the anticipated occupa- 
tional health hazards of a particular installation. 


Content of the Tour 


It is made known to the person with whom 
arrangements are made that the group does not 
want, or need, the “‘standard tour” made avail- 
able to visitors by the plant public relations 
department. The ideal tour is one which is con- 
ducted by the medical director, accompanied by 
the industrial hygienist or the safety engineer 
if he is hygiene-oriented, or by the industrial 
relations or personnel director, or one of his 
staff. This permits accurate interpretations of 
plant activities and of their relationship to em- 
ployee health. 

Certain specifics are requested in advance 
an overview of the total production process from 
raw materials to finished products; an acquaint- 
ance with the medical program; and an under- 
standing of the methods utilized in meeting 
certain health problems. These represent the 
core of the trip, but built into these objectives 
are many other areas of inquiry which are de- 
veloped as indications emerge during the plant 
walk. Certain activities or systems either are 
explained to the group or observed by them 
tacitly. These include: illumination, ventilation, 
procedures involved in manufacturing process, 
nature of raw materials, occupational health haz- 
ards and work exposures, environmental controls, 
jobs performed by physically limited personnel, 
pace of operations, accident prevention activities, 
and location and design of medical department 
and individual dispensaries. 

In reviewing the medical program, effort is 
made to learn of the components carried out by 
the physician or nurse, acceptance of the medi- 
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cal pattern by workers and supervisors, the areas 
of greatest concern in industrial hygiene, the 
clinical methods of surveillance and control, the 
philosophy of health education followed, the 
blank forms utilized, the nature of unusual 
clinical findings, and the extent of future pre- 
ventive medical planning. Most of this material 
can be developed by the physician or nurse but, 
infrequently, when the physician serves on a 
part-time basis only, explanations will come 
from his surrogate, irrespective of discipline or 
department. 

Of greatest interest to the students is learn- 
ing “what the physician really does’ — becom- 
ing familiar with his daily activities. They 
attempt to learn what his bias might be, his 
central clinical interest, the level of his enthusi- 
asm, what he identifies as his problems, and how 
he attempts to resolve them. As one of the group 
put it, he “likes to put himself figuratively in 
the physician’s chair and see how he would 
handle his problems.” 

Of considerable interest to the touring group 
is the opportunity to view interactive behavior 
among the employees. An attempt is made early 
in the stay to absorb the feeling tone of the 
plant. Are the workers comfortable as visitors 
view them performing their jobs? Are they 
asked by the guide to explain the functions they 
carry out, or is a more formal description given 
by the guide, which is safer and more closely 
parallel to the “party line’? Does the super- 
visor work with his group? Is there pride mani- 
fested by an employee when he describes his 
particular assignment? Does the physician or 
personnel director know many of the workers 
and what is the manner of verbal interchange? 
Is it “Hi, Doc”’?* Is there much conversation 
among members of a work group or among those 
on an assembly line? Are personnel controls 
rigid? Is the climate in the cafeteria comfortable 
and friendly? Do people in the plant know each 
other? Are the restrooms well maintained? Is 
the noon meal partially subsidized? These are 
some of the questions which the visiting group 
attempts to answer for itself as it goes from 
one area to another. 


The Order of Activities 


Of considerable discussion value is the line 
of march in an industrial visit. The students 
have reviewed the variations, and have expressed 


*The most warming experience of the group occurred in the 
plant where the medical director took the students from depart- 
ment to department, in each seeking the head for guidance 
purposes. Wherever the group went, the physician was greeted 
with “Hi, Doc! Did it get here yet?” His wife was expected to 
deliver that day, which she did in early evening, and many, 
many people in the plant were providing strong support to the 
traditional ordeal. There was no need for a verbal description 
of doctor-worker relations at that site. 


Industrial Medicine and Surgery 





themselves strongly to the effect that the most 
desirable order of activities includes as_ the 
first step, a brief introduction to the medical 
director or chief nurse, who in turn brings the 
group to the guide with whom he or she had 
made prior arrangements. This identifies the 
visiting students with the medical department, 
and seems to firm this identification much more 
so than when the instructor explains the aca- 
demic ties. If the group visits in the medical 
department first, and long discussions are initi- 
ated regarding the medical strategy and clinical 
logistics, this seems immediately to put the 
students back into a didactic classroom situa- 
tion, and the vigor and punch of the industrial 
experience is attenuated. They prefer to begin 
with the new impact of the industrial scene, 
and return later to delineate solutions to the 
medical problems. This order makes for greater 
success of the tour, and it further is intensified 
if the guide is one who is in charge of, or com- 
pletely familiar with, the operations. One of the 
most rewarding tours was that made in a plant 
with no medical department, but where the 
official taking charge of the group was the plant 
manager, who in 25 years had risen to this posi- 
tion after beginning at the lowest job level. He 
understood the work, the hazards, the men, and 
the problems of the industry, could interpret 
them to the visitors, and was well accepted by 
every worker with whom he stopped to talk. 
Here was provided a true “feel of the plant,” 
but not always can such a person be spared for 
this purpose. 

Those companies which have medical directors 
who are thoroughly people-oriented, in addition 
to being conversant with the operations, are 
viewed as second most desirable when the visit 
is initiated by the tour in the company of the 
physician. The medical director can discuss all 
phases of his task as he walks through and 
points out areas of hazardous exposure signifi- 
cance and the medical or engineering technigues 
to maintain their control. On the return to his 
department or a comfortable conference room 
a discussion will bring out questions and _ illu- 
minating replies relative to matters which are 
not viewable, e.g. employee benefits, insurance 
coverages, or relationships to corporate medical 
director. 

In some instances, the concluding discussion 
is held with the personnel director or with the 
occupational health nurse. This pre-parting. re- 
view allows the scanning of records, the distri- 
bution of company orientation booklets, and the 
solicitation of samples of work materials for 
teaching purposes. 

The consensus is that a tour in the hands of 
a knowledgeable guide is desirable before learn- 


February, 1961 


ing of the medical program, for it allows the 
visitor to formulate his own program in fantasy, 
and later when the ongoing show is described, 
the student can compare the two, and estimate 
the degree to which the program meets the needs. 


The Raison d'Etre of the Visit 


Why are plant visits of value? In a review of 
teaching methods, Gruenberg? stated that, “‘Al- 
though they are time consuming and expensive, 
field visits play an important part in public health 
teaching. They give an opportunity to see col- 
leagues at work in their own settings; they give 
the teacher and students an opportunity to get 
to know each other better outside the structure 
of the school and classroom; they can break the 
monotony of classroom work.” Although these 
remarks pertain to instruction in mental health 
they are equally appropriate to occupational 
health. Gruenberg’s final sentence is as fittingly 
at home in the plant as in the state hospital — 
“There is probably no other way to get rid of 
the stereotypes which the students are bound 
to bring with them as part of their cultural 
heritage.” One is forced to think of the classical 
political cartoons depicting the Gargantuan, 
silk-hatted, cigar-chewing capitalist and the 
gaunt worker with the visored, square cap. 

These visits are of value most specifically be- 
cause the activity becomes a personal experience 
to support the body of theory which was read 
in a book, and “here it lives.”” The student sees 
people at work, and no matter how exhaustive 
his reading of the industrial scene, it remains 
without indentation on his perceptive and re- 
ceptive mechanisms, without the color, the noise, 
the smells, the pace, or the feel of the place 
where workers pass eight hours daily. These 
visits bring the learner into the laboratory 
where he can absorb the meaning of ennui, of 
psychic fulfillment with work, of frustration, of 
the job of meeting a challenge, of true group 
effort mobilized in spite of ethnic, chronologic, 
educational, geographic, or socio-economic dif- 
ferences. 

Few students have had the opportunity of 
seeing people at work outside of those service, 
commercial, or sales personnel with whom they 
have intermittent contact. In the glass plant, the 
meat packing plant, and at the missile base, 
they can see the demands of contemporary in- 
dustry on the work society in a broad range of 
job situations. It is this kind of experience 
which, when multiplied, can vivify occupational 
health into an extremely satisfying intellectual 
and emotional undertaking. 


The Role of the Instructor 


Field trips, to be successful, must include the 





instructor. Through his past experience in indus- 
try, he can guide the direction of the tour, ex- 
plain its objectives in terms most appropriate 
and acceptable to the plant being visited, and 
can convey to the host personnel a feeling of 
the contribution which they are making to higher 
education. 

The presence of the instructor helps to identify 
the tour more closely with a learning experience 
and less with a sight-seeing excuse. This role 
is that of identifier, stimulator, and interpreter, 
and the manner in which that role is consum- 
mated varies with the setting. By the asking of 
questions, the company representative is stim- 
ulated into reviewing elements of the plant scene 
or operations which otherwise might have been 
passed over. Particularly does the instructor 
pose questions which will bring out for the stu- 
dent the differences in the industrial health pro- 
gram at that plant from programs elsewhere. 
Or, he attempts to have the spokesman point up 
variations in work circumstances at that plant 
upon which the student then can create in his 
own mind the medical modus operandi which 
best can meet the needs of these variants. As an 
example: while visiting the headquarters of a 
large petroleum company, the instructor, know- 
ing that this organization operated a fleet of 
tankers, asked the medical director if this dis- 
persion of personnel presented an _ industrial 
health problem. This opened up a completely 
new segment of occupational health practice to 
the students and brought to the surface for 
examination, the problems of intermittently dis- 
placed employees, trade union regulatory prac- 
tices, and extraterritorial operations. 

Opportunities for industrial sociologic obser- 
vation are limitless during these excursions; and 
the instructor can point out different value sys- 
tems in a plant, or bring out indirectly from the 
host an interpretation of what the visitor sees, 
or a lack of comprehension of what is going on 
interactively among employees. To illustrate: in 
a plant being visited, a large machine shop uti- 
lized for the maintenance of highly specialized 
automatic equipment was included as one of the 
stops. Each machinist had either inside the lid of 
his tool box, or above his work place, one or more 
colorful examples of calendar art illustrative of 
some of the fine points of scenic America. This 
was noted and not commented upon, but when 
the group was shown through a section whose 
purpose was devoted to graphic arts design, no 
such prints were in evidence. To obtain an inter- 
pretation of this difference, the instructor asked 
the guide if he could characterize the personali- 
ties of the machinist and the designer and give 
his impressions of the two groups. 

The remarks which came forth were based 


solely on some negative values which he held 
about these two sections and provided no clues 
that there really was any understanding of the 
basic differences between the two as to personal 
needs and satisfaction through work, and cer- 
tainly nothing as to any feeling regarding the 
machinist group norm in the area of decor. The 
students were aware of the settings in the two 
shops, and were acquainted then with a method 
of inquiry via indirection. There are multiple 
ways of plumbing the levels of awareness in a 
member of management. 

Further items of nonmedical interest can be 
explained to the students by the guide when, for 
example, he is asked by the instructor about the 
patterns of dress among various levels of super- 
visors, about the need for diversification, or 
about the nationalities of some of the employees. 
By so doing, the instructor brings to light 
sources of tension or stress which can act to 
create symptoms among the workers if their 
stress-tolerance is low. Primarily, by emphasizing 
some of these extraclinical factors, students are 
encouraged to observe, to listen, and to seek 
answers. 

The presence of the instructor creates another 
helpful relationship in his verbalizing to the 
guide most audibly his momentary role of ‘“edu- 
eator.” This usually will produce a more con- 
centrated effort on the guide’s part to make the 
visit as rewarding as possible, and will reinforce 
the feeling that he is truly a participant in a 
learning situation. The significance of the uni- 
versity connection of the group rarely is under- 
played by the instructor. 

The relationship between the host representa- 
tive and the instructor can determine the tenor 
of the tour. This is particularly germane if the 
physician at the plant is a friend of the instruc- 
tor, when everything possible is done to heighten 
the worth of the visit. The presence of a person 
with faculty rank of the same medical specialty 
as the practitioner at the plant, provides the op- 
portunity for him to introduce the group with a 
slightly greater sense of pride than were the 
group not intimately related to the medicine of 
industry. 

The presence of the instructor puts the medical 
director on his mettle, for he wishes to offer 
the best he can. He will not talk down to the 
group nor, through circumlocution or excessive 
utilization of professional cant, “give them a 
snow job.” As one student added cogently, “When 
the professor places the questions it makes all 
questions acceptable, from the simple to the com- 
plex.” The instructor, asking a question, will 
verbalize something unphrased by the student 
for fear of appearing unsophisticated in either 
medical or industrial matters. When the instruc- 
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tor intentionally asks “a silly question,” the 
guide picks up the clue quickly that here is a 
subject in need of elaboration, and proceeds to 
clarify the subject. 


Problems 


To this point, everything seems beautifully 
to fit a decorous pattern. There are difficulties 
occasionally. When the student group is com- 
prised of physicians, hygienists, health educa- 
tors, and representatives of other preventive 
medical ranks, does the one tour appgal to all? 
Each has a different focal point of interset, and 
while a physician is intent upon learning of the 
medical program, the hygienist wishes to see 
more hazardous exposures. An industry cannot 
be all things to all persons, but it can and does 
provide the denominator common to all whose 
current study program concerns intra-plant ac- 
tivities. This is the opportunity to see people at 
work, and this is probably the most appealing 
point of a tour. 

A large group defeats the purpose of a visit to 
learn. Too many students in a group will cause 
splintering and some will lose parts of discus- 
sions. It is necessary that the outsiders remain 
together, not only for the common instruction 
element but for their own safety. Many of the in- 
dustry’s processes can have great accident po- 
tential to the stranger. In some plants where the 
work relationships of supervisors and trade 
union members are tenuous, it will be the wish 
of the company that there be little conversational 
exchange between visitor and worker. And last- 
ly, a close and adherent group does not require 
repetition of an explanation or discussion. 


Experience Review 


The field trip is reviewed in one of two ways. 
A long return trip permits a discussion in the 
automobile, and frequently this is stimulated by 
questions from the instructor to determine if 
the group saw and understood what was pre- 
sented to them. Different interpretations are of- 
fered, and suggestions for additions or deletions 
to a medical program are made. 

Attitudes of personnel in the plant are dis- 
cussed in order to evaluate their possible con- 
tribution to or detraction from a program. To be 
specific: at the end of a long tour, the guide in- 
troduced the group to the safety engineer who 
most obviously did not wish to be detained. In 
reply to a question from a student, he said, “Yes, 
I should be out there now inspecting the house- 
keeping and you’re keeping me here. That’s a 
dressing down, you know.” His smile was inade- 
quate in cloaking his feelings. 

The second situation for review is during a 
regularly scheduled seminar in occupational 
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health, when the values of the trip are measured 
and new insights are exchanged. 


Comment 


Industry, through its medical staffs or other 
officers, is eager to conduct student groups 
through its premises, and always has been gra- 
cious to its guests. It has been the feeling that 
this goes beyond the mere desire for good public 
relations, and enters the area of interest in teach- 
ing something closely related to the work scene. 
On only one occasion was the request for a visit 
rejected, and that was effected by a part-time 
medical director, for reasons unspecified. 


Summary 


1. The field trip, as a technique of teaching 
occupational medicine, has been utilized by the 
Division of Occupational Health of the School of 
Public Health, University of California, Los 
Angeles, to bring students into work areas so 
that a greater feeling can be gained of the reali- 
ty circumstances of employment. 

2. Visiting student groups are apprized in ad- 
vance that a positive attitude only is to be dem- 
onstrated, for comments on subjects sensitive to 
industry can alienate plant managers and pos- 
sibly preclude continuation cf this teaching 
method. 

3. The ideal tour is one wherein the guide is 
a knowledgeable person from the safety, medical, 
or personnel department who has an awareness 
of some of the local sociologic conditions of work, 
in addition to insight into and information about 
occupational health problems and the method of 
their resolution. 

4. The student learns ‘“‘what the physician real- 
ly does in industry,” he has an opportunity to 
view interactive behavior among _ employee, 
and he acquires a sense of the climate of the 
plant. 

5. The most reasonable order of activities dur- 
ing the visit puts the plant tour before the visit 
to the medical department. 

6. The value derived from a plant tour lies in 
the industrial activity’s becoming a personal ex- 
perience of the student which then supports the 
body of theory reviewed in the classroom. 

7. A field trip, to be successful, must include 
the instructor who, by drawing on past experi- 
ence, can explain both the obvious and the ob- 
scure to the students, and who also can convey to 
the host personnel the feeling of their contribu- 
tion to higher education. A tour made by stu- 
dents alone might fail to bring certain entities or 
conditions to the point of discussion because of 
the students’ desire to appear superficially know- 
ledgeable. The presence of the instructor pre 
cludes the manifestation of this need. 





8. Seminars before and after the field visits 
allow a discussion of the operations, personnel, 
and human activities seen. 

Conclusions 

1. The field trip, when given planning in ad- 
vance, and when conducted in the company of 
the instructor, can become a vital segment of 
graduate training in occupational health. 

2. To be successful, the fiel dtrip must be tai- 
lored in great part by the host personnel, and 
guided by the instructor so that maximum bene- 
fits can accrue. 

3. Intelligent questioning and a forthright con- 
trol of timing can provide the epitome of learn 


ing, and the format should be included in all cur- 
ricula in occupational health. 
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Georgia has organized an occupational 
Health Service to keep pace with its 
growing industrialization. The director of 
the program tells of its operation. 











he State of Georgia is rapidly becoming in- 

dustrialized. The days of its being consid- 
ered primarily agricultural are past. With this 
industrialization, new health problems are inher- 
ent in the metamorphosis that is taking place. 
These health problems are associated with the 
occupations of a labor force of 1,009,000 non- 
farm, wage and salaried citizens. 

Since the entire economy and welfare of our 
state depends to a great extent upon the employed 
population, the state-at-large is necessarily con- 
cerned about the protection of the health of 
these citizens and delegates a program of pre- 
vention to the Georgia Department of Public 
Health; however, such a program can never hope 
to be successful without the full cooperation and 
understanding of the individual private physi- 
cian and organized private groups, such as the 
county and state medical societies, and the local 
health departments. 

It is the purpose of the program as fostered 
by the Occupational Health Service to study the 
health problems involving this group as a whole 
community and to determine ways and means of 
protecting the health of these citizens. The ac- 
tual medical care of these individuals must be 
delegated to the private physicians. Thus, while 
the Occupational Health Service can look at the 
health of the employed community as a whole, 
the employed individual looks to the private phy- 
sician for supervision of his health and actual 
medical care when he is ill. 


Organization 


While the Occupational Health Service is with- 
in the Branch of Preventable Diseases, and the 
Industrial Hygiene Service is within the Branch 
of Environmental Health, these two services 
work together in al] details where it becomes 
necessary to evaluate the working environment 
of the employed population. 

The staff of the Occupational Health Service 
consists of eight members: One physician, two 
nurses, two medical technicians, and three secre- 





taries. The Industrial Hygiene Service employs 
an industrial hygiene service director, four in 
dustrial hygiene engineers, two chemists, two 
radiation technicians, and one secretary. Georgia 
is one of the few states employing more than 
10 in a program of this type. 


The Scope of Activity 
A Five-Point Program 


The Industrial Hygiene Service had its begin- 
ning in late 1941 under the full-time direction 
of a public health physician. Consulting nurses 
and industrial hygienists completed the staff. 

In 1952, the service was reorganized into two 
divisions. The Industrial Hygiene Service was 
placed under engineering direction and the Oc- 
cupational Health Service under medical direc- 
tion. These two services, however, operated in 
close teamwork as a task force. 

These two major services — the environmental 


program of industrial hygiene, and the medical 


and nursing programs in occupational health 
were expanded in 1956. The State Employees’ 
Health Service was organized as a direct pro- 
gram to be administered by the Occupational 
Health Service for employees of the State Gov- 
ernment only. At present, the program is di- 
rected into five major points of activity: 

Epidemiological Analysis: Of primary im- 
portance in any occupational health program is 
the epidemiologic analysis of the incidence and 
prevalence of diseases and injuries arising from 
the occupations of an employed population. In 
the State of Georgia, this directly involves some 
one million citizens. 

With the passage of a law in 1946 by the 
Georgia Legislature making certain occupational 
diseases compensable under the Workmen’s Com- 
pensation Act, a provision was made _ which 
stated: 

114-827 Reports to the State Board of 

Health. It shall be the duty of the State Board 

of Workmen’s Compensation to report to the 

State Board of Health all occupations found 

to be hazardous and all cases of occupational 

disease which are filed in the office of the 

State Board of Workmen’s Compensation. 

(Etc.) 

Each week, the actual claims filed with the 
Workmen’s Compensation Board are surveyed. 
Special or unusual claims are recorded on a spe- 
cial form. If an investigation is recommended, a 
copy is referred to the Industrial Hygiene Ser- 
vice. This has proved to be the most effective 
source of data concerning occupational diseases 
for epidemiologic analyses. 

It is pertinent to note here that roughly 95% 
of all claims are for alleged occupational der- 
matitis. 


Photostat copies of all death certificates list- 
ing an occupational disease are sent to the Oc- 
cupational Health Service by the Vital Records 
Section of the Georgia Department of Public 
Health, which further aids in this type of study. 
Cross tabulations of all causes of death are being 
studied in relation to occupations listed on death 
certificates. This data is processed through 
machine records and biostatistics. 

Local health departments are urged to be 
conscious of the presence of occupational hazards 
in new industries locating in their area; if 
problems arise that cannot be handled locally, 
the services of the State Health Department are 
available. 

Educational Program in Occupational Health: 
This phase of the over-all program is a continual 
process encouraging employers to be cognizant 
of the health of their employees and to engage 
in health education programs aimed at the pre- 
vention of illness and injury. This is achieved 
through direct counseling to promote in-plant 
occupational health programs of a type feasible 
for the particular industry. 

Much of this phase is coordinated through the 
local health department. 

Consulting Services in Environmental Sur- 
veys: This phase consists of offering a consulting 
service to industries with health problems for 
the purpose of determining the nature and cause 
of these problems and the best method of solu- 
tion. This may include dust counts, air analysis, 
noise level determinations, radiation detection 
and general evaluation of the environment by 
the Industrial Hygiene Service. 

Likewise, these activities are coordinated 
through the local health department. 

Research in Occupational Illness: At present, 
in cooperation with Emory University School of 
Medicine and the Georgia Institute of Technol- 
ogy, the Occupational Health Service is con- 
ducting a research program in the kaolin indus- 
tries with specific studies in pulmonary function. 
A similar program is proposed to study pulmo- 
nary diseases in other dusty trades. 

A State Employees’ Health Service: This 
phase consists in fostering a pilot program and 
demonstration in health education and preven- 
tion of disease for the employees of the State 
Government. 

The Georgia State Employees’ Health Service 
provides: 

1. Counseling in health problems. 

2. Multiphasic health screening tests as a 
means of health education and early detection 
of disease. 

3. Emergency first aid. 

No medical care other than first aid is offered 
by the Georgia State Employees’ Health Service. 
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This Service is designed to find employees who 
have health problems and get them to seek 
further medical evaluation and treatment from 
their private physician. 

The Georgia State Employees’ Health Service 
at present promotes its health education program 
to the some 4,000 state employees in the Atlanta 
area. 

The principle of multiple-test health screening 
is approved only if it is correctly understood. 
There is danger of creating a false sense of 
security. We must use the tests to teach the 
truth or the tests will teach error. It is better 
not to test than to teach falsehood. In an occupa- 
tional health program where complete examina- 
tions are not feasible for reasons of economy or 
otherwise, the multiphasic health testing is 
recommended. It attracts employees to the health 
center, where the principles of good health can 
be taught. Employees must be shown that they 
should turn to their personal physician for med- 
ical evaluation and that without this medical 
evaluation, the tests are of no value to them. A 
cardinal principle in administering such tests is 
to teach each individual that even though the 
results may be negative, this does not imply a 
clean bill of health. 

Our experience has been most satisfactory in 
the screening of 3,577 individual employees over 
a three year period. Of this number, 1,987 have 
returned for a second or third battery of the 
tests. 

A detailed analysis of this three year pilot 
program is being studied. 


Coordination of Activities 


As mentioned above, all activities are coordi- 
nated through the local and regional health de- 
partments. Local medical societies as well as the 
Medical Association of Georgia are informed of 
these activities and every effort is made to work 
with the private physicians where possible. 

In addition to the above phases of activity, 
the Industrial Hygiene Service is actively en- 
gaged in a Radiation Health Program coordinated 
with the Atomic Energy Commission. They 
also work with the Water Quality Service. Evalu- 
ation of tourist court heating facilities is co- 
ordinated with the Engineering Service, and 
mattress factories are also inspected. 
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Personnel Activities 


The distribution of time among the various 
programs is thus: 

Occupational Health Staff 

Promotion of in-plant health services by the 
physician and the nurse consultant average a 
minimum of four visits each month, or 20% of 
time. 

Research projects (Kaolin Study) physician 
and nurse, each 20% of time. 

Promotion of Industrial Nursing Programs — 
60% of Occupational Health Consultant Nurses’s 
time. 

Employees’ Health Service — 60% of physi- 
cian’s time and 100% of clinic nurse and tech- 
nical staff’s time. 

Industrial Hygiene Staff 

Industrial Hygiene Program (4 full-time em- 
ployees other than Director) — Field Investiga- 
tions, 35% ; Laboratory Procedure and Analyses, 
35%; Consulting, Reporting, Analysis of Data, 
etc., 30%. 

Radiation Health Program: (Five full-time 
employees) — Field Investigations, 40% ; Labo- 
ratory Procedures, 60%. 

Research Program Coordinated With Occupa- 
tional Health (1 Industrial Hygienist) — 70% 
of time. 


Summary 


An Occupational Health Service in the Georgia 
Department of Public Health has been available 
since 1941. With the increasing industrialization 
of Georgia in the past decade, this program has 
grown in scope and activities. A useful means of 
securing data on the incidence and prevalence of 
occupational disease is the study of all claims 
filed with the Workmen’s Compensation Board. 
In addition to the usual consulting services made 
available to industries and the promotion of 
health education, the Occupational Health Serv- 
ice engages in research. This phase of activity 
is coordinated with Emory University School 
of Medicine and the Georgia Institute of Tech- 
nology. As a pilot program in health education, 
the service operates the Employees’ Health Serv- 
ice for all state employees in the Atlanta area. 
The program is a comprehensive one, yet there 
are many new areas still to be explored. 








Kooks 


Principles of Public Health Administration 


John J. Hanlon. Third edition. $10.50. Pp. 714, 
illustrated. C. V. Mosby Company, St. Louis, 1960. 





Although formal education in occupational 
health foremostly is carried out in schools of 
public health, the medical specialty of occupa- 
tional health has a traditional distaste for the 
term “public health” as applicable to its own 
territory. However, that specialty revels in the 
term “preventive medicine” as precisely appro- 
priate. To the industrial physician “public 
health” smacks too much of “officialdom.”’ 

The allwise author of this standard text, 
knowing of the attitude mentioned, tactfully 
captions the brief chapter devoted to occupation- 
al health, “Occupational Health and Private 
Enterprise.” The opening passages are salutary: 

“The existence of a common ground of interest 
between public health and private enterprise has 
only relatively recently been realized in many 
places. Yet, even superficial study of the situa- 
tion indicates many points of common interest. 
Public health’s concern with private enterprise 
is based upon a number of factors. A funda- 
mental consideration is that health is every- 
body’s business. Perhaps the most obvious in- 
terest of public health agencies in the affairs of 
private enterprise relates to products manu- 
factured and sold. Certain industrial products 
have far-reaching potential consequences for the 
buying public; therefore tax-supported public 
health agencies bear a responsibility. The pro- 
duction, handling, processing, and circumstances 
of sale of a large number of food products is 
well established as big business. It has long 
since become necessary for the paths of public 
health workers and private entrepreneurs to 
cross during the supervision of the sanitary 
aspects of these products.” 

In 10 pages the author portrays in concise 
form the background, activities and status of 
occupational health. With propriety and intent 
this chapter is not concerned with the adminis- 
tration of occupational health programs as con- 
ducted in industry. The brevity of the total 
presentation is inadequate to the realization that 
the “exploding era’ about which the author 
writes engagingly is the explosion of an indus- 
trial culture. 

While the focus of this review is narrow, by 
no means is the book narrow. It lives up to the 
implications of its title as reflected in some of 
the chapter headings now cited: 


The Philosophy of Public Health; The Back- 
ground and Development of Public Health in the 
United States; World Health Problems; The 
Economic Justification of Public Health Activ- 
ities; Behavioral Science and Public Health; 
Social Pathology and Public Health; Govern- 
mental Aspects of Public Health; Legal Con- 
siderations in Public Health; Organizational 
Considerations in Public Health; Personnel 
Factors in Public Health; Fiscal Management 
in Public Health; Public Relations in the Public 
Health Program; Present Organization of Of- 
ficial Public Health Programs. 

Vital Statistics; Laboratory Services; Health 
Education; Environmental Health; Public Health 
Nursing; Social Services and Public Health; 
Maternal and Child Health Activities; Public 
Health Nutrition; Public Health Dentistry; The 
Control of Communicable Diseases; Addictive 
Diseases; Chronic Diseases and Adult Health; 
Occupational Health and Private Enterprise; 
Accidents — A Public Health Problem; Mental 
Health; Rehabilitation; Public Health, The Pri- 
vate Physician, and Medical Care; The Volun- 
tary Health Agencies; The Past as Prologue. 

For the industrial physician, the industrial 
hygienist and the industrial nurse, the book 
provides insight as to the likely attitude of 
public health officials, the country over, toward 
occupational health. 


A Doctor's Approach to Industrial Medicine 


Dr. H. P. Dastur, Approx. $3.00. Pp. 151. Tata In- 
stitute of Social Sciences, Chembur, Bombay, India, 
1960. 


Dr. Dastur, the author, now retired as the 
Medical Director of ‘ata Services in Bombay, 
customarily is referred to as a national of 
India. So he is, but likewise he is a citizen of all 
industrial countries. It is possible that his grasp 
on occupational health as a world enterprise is 
broader than for most all physicians. With cer- 
tainty it may be urged that in no degree is he 
provincial. What he writes, and he has written 
much and over many years, is almost as applica- 
ble to the United States and to Ireland as it is to 
India. Notwithstanding his cosmopolitan ap- 
proaches as found in this small book, the chap- 
ters dealing with occupational health in India 
prove to be the word of greater appeal. 

While Dr. Dastur may be a great physician 
and may be one of the great medical influences 
in India, above all that Dr. Dastur is a great 
human being. That is reflected in this one item 
of recital from his diary: 

“Pandoo was the next man in with his x-ray 
report, which said he had tuberculosis at both 
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Supreme Court Rules Benefits Due 


Mental Breakdown Victims 


‘Inder the date line of December 2, 1960, the 
Ann Arbor News, a daily publication, printed 


this item: 


Assembly line workers whose jobs lead to 
mental breakdowns deserve workmen’s com- 
pensation benefits, says the State Supreme 
Court. 

The high court so ruled yesterday in a pre- 
cedent-making 5-3 decision upholding the state 
workmen’s compensation appeal board. The 
ruling was its first for a mental disorder not 
caused by a single shock. 

The dispute began when James Carter suf- 
fered a nervous breakdown when he was 
working at General Motors Corporation’s 
Chevrolet gear and axle plant in Detroit. 
Carter, then 40, was assigned to remove 
burrs and grind out holes on a hubcap as- 
sembly line. He said he couldn’t do the work 
properly and when he slipped up his foreman 
berated him. 

The combination of pressure and frustration 
put him in the hospital for a month. Phy- 
sicians said he suffered from paranoic schizo- 
phrenia. 

Carter was awarded $863 to pay for medical 
expenses and $36 a week in disability pay- 
ments. The company refused to rehire him so 
he went home to Kentucky. 

The five Democratic justices on the high court 
split with the three Republicans on the de- 
cision. 

Justice Theodore Souris, who wrote the ma- 
jority opinion, said Carter never should have 
been employed in production line work. But 
because job pressure led to the breakdown, he 
said, he deserved compensation. 

In the dissenting opinion, Justice Harry F. 
Kelly noted the man had suffered a life-long 
“personality disorder” not attributable to the 
job. This, he said, led to the breakdown when 
he could not perform “that simple job.” 
Assuming that this newspaper faithfully and 


accurately has reported a court ruling, it may be 
observed that the iniquity and inequity of this 
decision speaks for itself but no less invites at- 
tack on many scores. In any work population 
it is well established that approximately 20% 
may be adjudged to be mental deviates but 
chiefly representing only the emotionally dis- 
turbed rather than demonstrable psychopaths. 
This percentage embraces the troublemakers, 
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the “weary willies,” the “goofers off,” the mis- 
fits, the congenital mentally defectives, the vic- 
tims of convulsive attacks, and in general the 
personally disordered. Industrial physicians long 
have sought to influence management to accept 
these handicapped individuals as workers on the 
same grounds that employment should be pro- 
vided other handicapped individuals such as the 
amputee, the arthritic, and the victim of polio- 
myelitis. All should have duties within their 
restricted capacities to perform. 

It is possible that this high court with some 
satisfaction may hold that it has struck a blow 
in behalf of industry’s labor force. Indeed, a blow 
may have been struck, but the possibility exists 
that these mental deviates instead of being the 
beneficiaries may be the victims. If, as a result 
of this ruling in one state, some or all of these 
individuals are to be accorded compensation, not 
because of any traumatic injury or occupational 
disease but instead only because they fall into 
the category of mental deviation, then industrial 
management has no choice other than to deny 
employment to these handicapped individuals. It 
is true that it is not always easy to recognize 
departures from normal mental states during the 
procedures of pre-employment medical examina- 
tions. Yet recognition may come about in a high 
percentage of those undergoing such examina- 
tion. While the disposition of the well disposed 
industrial physician may be to seek to adjust 
these handicapped individuals to employment 
suited to their limited abilities, these physicians 
now have no choice other than to recommend the 
denial of employment to all applicants with low 
mental capacities when it may appear that these 
lowered mental capacities in themselves will con- 
stitute a basis for workmen’s compensation. This 
court ruling constitutes a disturbing departure 
from the intent of the basic provision of work- 
men’s compensation acts that were designed to 
serve industrial workers against injuries char- 
acteristically growing out of employment. 


The Total Health 
Oi Industrial Workers 


n the midst of an almost endless variety of in- 
vestigations directed to the health of indus- 
trial workers, few have been concerned with the 
over-all health status of a large number of such 
industrial workers. Many of the figures con- 
sistently utilized in training programs for in- 
dustrial physicians and hygienists are so old as 


to warrant doubt as to their present validity. 

California’s Department of Public Health, in 
a measure, has remedied this situation by an 
elaborate study within 10,000 California house- 
holds involving 30,000 persons and embracing 
12,000 persons classified as workers. This study 
yielded a number of findings that are salutary. 
It is not certain that with full propriety these 
findings may be extended to all California in- 
dustrial workers or to all industrial workers of 
the United States. With these reservations in 
mind, the California studies’ over-all summary 
is now cited: 

The average California worker has the same 
number of episodes of illness during a year as 
the average person in the population, but these 
result in only half as many days of disability. 

In 1959 California workers lost an estimated 
minimum of 36 million days from work because 
of illness and injury. 

The average woman worker loses seven days 
from work a year because of illness; the average 
man worker loses five days. 

Hospital admissions are about the same for 
men and women workers, if deliveries are ex- 
cluded, but the men stay in the hospital longer. 

Accidents, heart disease and ulcers are among 
the most important conditions affecting the 
men workers; genitourinary conditions, migraine 
and headache, and anemia among the women 
workers. 

Blue collar workers have more arthritis and 
rheumatism, back conditions, and skin conditions 
than white collar workers. 

Blue collar men workers have almost three 
times as many accidents as white collar men 
workers. 

White collar workers have more acute gastro- 
intestinal affections, more serious circulatory 
conditions, and more genitourinary conditions 
than blue collar workers. 

Workers with health insurance have higher 
rates of illness and hospital admission but 
shorter stays in hospitals than those without 
coverage. 

Workers without sick leave coverage have 
more absences from work because of illness than 
those with sick leave coverage. This is true for 
both men and women, for both white and blue 
collar workers, and for most of the 10 occupa- 
tion categories. 

Comparing housewives and women workers, 
excluding deliveries, lower rates for episodes of 
illness, days of disability, chronic conditions and 
hospital admissions are found among the women 
workers. 
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A New Major Medical Resource 


ALDACTONE 


(Brand of Spironolactone) 


For Relief of Intractable Edema 


ALDACTONE is a new classic step forward in the treat- 
ment of severe and resistant edema, achieving hith- 
erto unmatched efficacy in relieving this condition. 
A typical case history illustrates the extent to which 
Aldactone can supplement and advance established 
medical resources for treating edema and ascites. 


Report of a Case* 

Mrs. L. S., 44, was admitted to the hospital on April 
17, 1959, with massive ascites, 3-plus edema of the 
legs and moderate pulmonary congestion. Three pre- 
vious admissions had established that she had rheu- 
matic heart disease with cardiac enlargement, atrial 
fibrillation and mixed valvular lesions. 

She was placed on a regimen of bed rest, digitalis 
and 0.5 Gm. of sodium daily. On treatment which in- 
cluded mercurials parenterally, hydrochlorothiazide, 
KCl, NH,Cl, aminophylline, prednisone, acetazolea- 
mide and lysine monochloride the patient lost 15 


, = 


ALDACTONE 


pounds, but her ascites did not diminish noticeably 
and her weight remained within the range of 130 to 
135 pounds from May 1 to May 30. 

On May 30, 100 mg. of Aldactone q.i.d. was added 
to her regimen. Progressive and continuous diuresis 
followed. Weight dropped from 130 to 107 pounds, 
her normal weight. The patient was discharged on 
June 14 completely free from ascites and peripheral 
edema. 

She was maintained on digitalis and hydrochloro- 
thiazide and had no further weight gain until Decem- 
ber 1959. She was then given 400 mg. of Aldactone 
daily for five days and again achieved dry weight, 
which was maintained as of February 1960. 
SUPPLIED: Aldactone(brand of spironolactone) is sup- 
plied as compression-coated yellow tablets of 100 mg. 
Klass, A.: Cur. Therap. Res. 2:322 (July) 1960. 

c. p. SEARLE «& co., Chicago 80, Illinois 
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Exerts a Beneficial Effect 


on the ARTHRITIC PATIENT 


Affords surcease from 
minor pains for hours 
without gastric upset 


An important facet of an analgesia is 
its total effect on the patient’. 
Anacin™ Tablets exert a better total 
effect in pain relief. Anacin not 

only affords rapid, prolonged and 
non-narcotic intervention of pain, but 
also reduces inflammation... 
alleviates tension, anxiety and leaves 
the patient more relaxed. The 
procedure of ‘continued therapy’ 
may be followed with Anacin 
without causing gastric upset. 


Tolerance is excellent. 





ANALGESIC TASLETS 


ANACIN 


FAST PAIN RELIEF 


HEADACHE - NEURALGIA 
NEURITIS 











Reference: 1. Hardy, James D.: 
The Nature of Pain, J. of Chronic 
Diseases, Vol. 4, July, 1956. 
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Diet Change Urged 


Reduced fat consumption, com- 
bined with “reasonable substitu- 
tion” of vegetable oils and other 
“unsaturated” fats for animal 
fats in the diet, has been recom- 
mended by the American Heart 
Association as a possible means 
of preventing atherosclerosis and 
lessening the risk of heart at- 
tacks and strokes. 

A committee report has urged 
that medical guidance be sought 
before individuals make specific 
changes in the fat content of 
their diet. It added that fat re- 
duction is probably of greatest 
potential benefit to three groups: 
the overweight; persons who have 
already had a heart attack or 
stroke; and men whose personal 
and family histories suggest that 
they may be particularly sus- 
ceptible to atherosclerosis. 

The report emphasized that 
there is no final proof that dietary 
changes can prevent heart at- 
tacks or strokes. It made clear 


that many factors influence the 
development of atherosclerosis, 
some of which (age, sex, heredity, 
elevated blood pressure, among 
others) are obviously not related 
to fat intake. It further empha- 
sized that moderate amounts of 
fat — “particularly those con- 
taining an appreciable quantity 
of the polyunsaturated type” 
are necessary for good health. 
“Fat is an economical, and in 
limited amounts, a wholesome 
food,” the report declared. “Food 
faddism of any sort should be 
avoided and significant changes 
in the diet should not be under- 
taken without medical advice.” 
Despite the absence of definite 
proof that fats play a causative 
role in atherosclerosis, however, 
“evidence from many countries 
suggests a relationship between 
the amount and type of fat con- 
sumed, the amount of cholesterol 
in the blood and the reported in- 
cidence of coronary artery dis- 
ease,” the report points out. Its 
dietary recommendations are thus 
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Clinically tested, safe and effective RIASOL offers maxi- 
mum assurance against recurrence and adverse reactions. 
RIASOL contains 0.45% Mercury chemically com- 
bined with soaps, 0.5% Phenol, and 0.75% Cresol. 
Available at pharmacies or direct in 4 and 8 fluid 

ounces 


Write for professional sample and literature. 


shigjb Laboratories Dept. 105 
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OUR 65th YEAR 
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WOOD WAR Dezzoxe 
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135 \.Wabash-Chicago, IIT. 


Telephone: RAndolph 6-5682 


POSITIONS WANTED 


Medical Director: 1 yr chief phy import chem 
co; 4 yrs dir indus hygiene, import organ; 5 
yrs dir both med dept & dept of safety; trnd 
isotopes and radiological defense; Dipl, Prev 
& Oce med; & PHD Indus med; seeks dirshp 
w/greater scope. 
Medical Director: 38; Female MD Tufts; 2 
yrs plant phy leadg co; 5 yrs plant phy, lIge 
pharm co; seeks med dir, lge co or plant 
chief phy; Dipl Prev med, & Certified, Occu- 
pational Medicine, MPH. 
Medical Director: 3 yrs, res, int med; 3 yrs, 
fellow, indus med; 4 yrs, chief, oce hlth div, 
& asst med dir, lge co; 2 yrs, dir, clinical 
div impor indus lab, assoe prof, indus med 
and chief phy regional plant, nationally known 
co, soft type indus; Dipl, Prev med in Occ 
med; outstandg man, extremely competent to 
hd Ige indus prog; mid 30s. 
Medical Director: 36; MD Western Reserve; 
well qual gen & ortho surg; sev yrs, success- 
ful priv pract; 5 yrs, regional med dir, for- 
eign plant of American co; interested in 
foreign assignments excluding Saudi Arabia, 
Iraq or Western America. 
Medical Director: MD, Temple; 10 yrs suc- 
cessful priv pract; 3 yrs, staff physician, lge 
seeks career post, indus med, pref Pa, 
NY area; lic in Pennsylvania, New York, 
Ohio; early 40’s. 
Medical Director: 41; MD Ohio State; 10 yrs, 
successful gen & surg priv pract; past yr, 
med dir, lge plant, steel indus; seeks change 
of climate; pref SE, W-coast; will consider 
asstshp in large company; licensed Ohio, 
Illinois. 
Medical Director: Southerner; well qual surg; 
2 yrs, med ofc, USAMC; 3 yrs, med dir; 
regional plant, 4000 empl. leadg co, semi- 
heavy industry; seeks dirshp, prev med prog 
or safety hith; pref warm climates; consider 
foreign: middle 30's. 
Medical Director: Class A grad; Dipl, Prev 
med 10 yrs, med ofc, USAMC; 2 yrs, PH 
serv; 3 yrs, asst med dir, lge oil co; currently, 
prev med ofc PH dept; pref dirshp, industry 
or full time techg Prev med—occupational 
health; early 40’s. 
Medical Director: 38; class A grad; AB Har- 
vard Coll; 6 yrs, staff phy, impor pharm co 
during which was for 3 yrs, med exam, lIge 
insur co; qual phy chem, chem & zoology 
(comparative anatomy); seeks adm level in 
indus, pharm or insur med; foreign languages: 
French, Spanish, German; Italian, some 
Japanese; American born. 
Medical Director: Dipl, Prev med, Cert Occ 
med; Doctor of Indus med; 10 yrs, indus med ; 
seeks challenging post, Calif, NY. Wash, New 
Eng, N. Carl. 
Medical Director: Cert, Prev med; 11 yrs med 
dir lge nationally known concern; inter major 
indus w/developmental challenge; exper, rec- 
ommended; pref E. 
Medical Director: Cert, Occ med; Bd elig, 
Int med; 5 yrs, phy in charge, lge plant, im- 
port co; 3 yrs med dir heavy indus, w/5000 
employees; seeks opptn 75% administrative 
and 25% clinical medicine. 
Medical Director or Assistant: 37, MPH, Har- 
vard; wkng twds Cert, Indus med; 4 yrs 
senior indus phy nuclear co; 3 yrs, Dir oce 
hith serv Ige co; seeks in-plant hith prog; 
prefers Northeast or East. 
Assistant Medical Director: Dipl, Prev med; 4 
yrs, asst dir, Med field school, U.S. Army; 
seeks exec post in industry; East, West or 
Southwest. 
Internist: MPH, Columbia; 2% yrs, Clinician 
hith ofc, US overseas mission; 2 yrs, city hlth 
ofe; seeks med dirshp or assoc dir w/clinical 
duties in Int med in a comprehensive prepaid 
med care prog pref labor med; Seeks E; late 
30's. 
Staff Physician: 29; 2 yrs, med ofc, USA; 
presently med centr phy, part-time; seeks 
perm post indus, E. 
Staff Physician: MPH, 1 yr, post-grad, Indus 
hith Harvard; 6 yrs, Indus Phy, import oil 
co; seeks full-time indus hlth wk; age 36. 
Staff Physician: GP; 29; 3 yrs priv pract, 1 
yr plant phy; seeks indus post w/opport ad- 
vancment, pref Texas, Southwest, consider 
any loc. 











aimed at lowering blood levels 
of cholesterol in the belief that 
“reduction in blood cholesterol 
may lessen the development 

or extension of atherosclerosis 
and hence the risk of heart at- 
tacks or strokes.’ 
Several methods of lowering 
blood cholesterol have been sug- 
gested, according to the report. 
Saying that it was limiting the 


? 


available. One is reduction of 
total caloric intake by decreasing 
the amount of ordinary fat in 
the diet. Obesity will also be 
avoided by this method since one 
gram of fat provides nine calories 
while one gram of protein or 
carbohydrate provides only four. 
For the overweight, the drop in 
weight is beneficial as well as the 
drop in blood cholesterol. 


the diet without altering the 
caloric intake. 

“Not all fats in the diet have 
the same effect on the amount of 
cholesterol in the blood,” the re- 
port said. “In the usual diet 
eaten in the United States, a 
large part of the fat is of the 
saturated type which tends 
to increase the cholesterol in the 
blood.” (Saturated fats are large- 


present The other dietary method of ly animal in origin, such as 
modifications, the report noted lowering cholesterol is to control whole milk, cream, butter, cheese, 
that two principal means are the amount and type of fat in meat, but also include coconut 
oil and the fat in choco- 

late.) 
In contrast, fats of the 
“polyunsaturated type’’ 


discussion to dietary 


CAMP LUMBOSACRAL | oh oe ie ae 
SUPPORTS 


known as “linoleic acid’’) 
appear to cause a decrease 
in the amount of cholesterol 
in the blood. When foods con- 
taining generous amounts of 
polyunsaturated fats, such 
as natural vegetable oils 
(corn, cotton, soya) and 
the fat of fish, are substi- 
tuted for a substantial part 
of the saturated fats with- 
out increasing calories, 
blood cholesterol goes down. 
It is thus possible, accord- 
ing to the statement, “to 
attempt a considerable al- 
teration in the cholesterol 
level in the blood with the 
use of acceptable diets.” 
The report, entitled “Die- 
tary Fat and its Relation 
to Heart Attacks and 
Strokes,” was prepared by 
a special committee headed 
by Dr. Irvine H. Page, Re- 
search Director, Cleveland 
Clinic, Cleveland. Other 
members of the special 
committee were Drs. E. V. 
Allen, Senior Consultant in 
Medicine, Mayo _ Clinic, 
Supports are | Rochester, Minn.; Francis 
scientifically designed to give a secure | L. Chamberlain, Clinical 
fit to the pelvic girdle, the upper lum- | Professor of Medicine, Uni- 
bar and the low dorsal spine, includ- versity of California, San 
Francisco; Ancel Keys, Di- 
rector, Laboratory of Physi- 
ological Hygiene, Univer- 
sity of Minnesota, Minne- 
apolis; Jeremiah Stamler, 
Director, Heart Disease 
Control Program, Chicago 
Board of Health, Chicago; 
Fredrick J. Stare, Chair- 
man of the Department of 
Nutrition, Harvard Uni- 
versity, Boston. 


Camp fabric lumbosacral supports Camp's Lumbosacral! 
play an important part in the conser- 
vative treatment of orthopedic condi- 
tions. They steady and limit the mo- 
tions of the joint, ligaments and mus- ing the entire abdomen in front, thus 
cles in injuries and diseased conditions giving maximum lumbar spine support 
of the low back. Available without or with greatest patient comfort. 

with steel upright reinforcements or Camp trained fitters will give your 
with the Camp spinal brace as need- patients immediate service according 


ed. to your specific prescription 
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oca-Cola, too, has its place 
in a well balanced diet. As a 
pure, wholesome drink, it 
provides a bit of quick energy.. 
brings you back refreshed after 
work or play. It contributes to 
good health by providing a 
pleasurable moment’s pause 
from the pace of a busy day. 





CLINICAL HAND WASHING TESTS 





CREME HAND CLEANER nas 
DEFINITE BACTERIOSTATIC PROPERTIES 


By reducing the number of bacteria and fungi accumulating on 
workers’ hands, the probability of skin irritations and industrial 
dermatitis is diminished. In a recent clinical test,* subjects repre- 
senting a wide range of occupations used Go-Jo Creme Hand 
Cleaner for twelve days. Upon comparing skin bacterial counts, it 
was found that the regular use of Go-Jo Creme Hand Cleaner 
was accompanied by a statistically significant reduction in the 
numbers of bacteria and fungi. The reduction was greater than 
98% of the original count. 


*A modification of the Price Hand Washing Test 
(Journal of the American Medical Association, 111, 
1993-96, 1938), as performed by an independent 
microbiological testing laboratory (name on request). 


LET Go-Jo CREME HAND 
CLEANER WORK IN YOUR 
; *‘ PLANT TO HELP PREVENT 
Relative number of bacteria sl INDUSTRIAL DERMATITIS. 


and fungi-found on the skin. 
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Pollution Research 


An advisory committee to the Surgeon General of 
the Public Health Service has called for a three- 
fold increase in the nation’s research effort to con- 
trol the growing menace of air pollution. 

The committee recommended that financial support 
of air pollution research be increased from a cur- 
rent estimated level of $11 million annually to about 
$32 million a year by 1968. The 10 man committee 
further recommended that the Federal Government 
assume 40% of this cost; industry, 28%, and state 
and local governments, 32%. 


Automation Hazards 


Automation does not eliminate plant safety prob- 
lems, Glenn Griffin of the National Safety Council 
told a University of Michigan industrial relations 
conference at Saginaw, Mich. 

“Some men are overcome by the urgency that 
results from a machine’s setting the pace of the 
work and the feeling that nothing must stop it. 
Others may become bored and do dangerous things 
just to provide a little interest and excitement. This 
is a real problem for all industry, not just auto- 
mated plants. For example, Army truck drivers in 
slow moving convoys used to have rear-end colli- 
sions because they were driving with their feet 
hanging out the window.” 

“One very important hazard that exists in auto- 
mated operations which does not exist in old 
fashioned, single machine operations is that of the 
lines being shut down and then started up while 
somebody is working on them or is in a position 
where he can be caught. In automated plants, too, 
the importance of keeping the line running is so 
great that maintenance men will try to make minor 
repairs and adjustments while the machinery is 
still running. One way to eliminate this is the 
good old safety practice of preventive maintenance.” 

While present reports are “meager,” Mr. Griffin 
said there is some evidence that over-all safety rates 
may improve with automation. One company re- 
ported a 60% drop in the accident rate in the four 
years following automation of a motor block 
machining operation. Another firm said automation 
virtually eliminated hernia, eye troubles, and foot in- 
juries resulting from on-the-job accidents. A study 
of 12 automated plants by the Harvard Business 
School found several reporting safety advantages. 
None reported their operations had become more 
hazardous. 

While automation has eliminated many hazards 
of operations once performed manually, catastro- 
phes can still occur. Last October, a fully automated 
aniline plant blew up without warning, killing 15 
and injuring 45. The cause still is not known. 


Revenuers Give Warning 
The Internal Revenue Service is preparing to get 
into public health for the first time. Within a few 
weeks posters will start appearing in public build- 
ings, particularly those in the South, warning 
against consumption of moonshine spirits. The IRS 
lent an attentive ear last year to reports by doc- 
tors in veterans’ hospitals indicating that the lead 
content of much of the illicit liquor was well be- 
yond threshold of safety. Last March in North 
Carolina alone eight deaths and 30 cases were at- 
tributed to moonshine lead poisoning. The red and 
blue poster now running off Government Printing 





Office presses displays a death’s head inside a glass 
jar, with the legend warning that lead salts in 
moonshine may disable or kill. 

Washington Report on the Medical Sciences, Dec. 5, 1960. 


Hospital Stays Fall 


The annual use of hospital care by the nation’s 
population has declined to the 1940 level of 2.8 days 
a person, the Health Insurance Institute reports. 

The average number of days each American spent 
in general and special hospitals, mental hospitals, 
and special tuberculosis hospitals was the same in 
1959 as in 1940, down after a peak of 3.9 days a 
person in the wartime year of 1945, and an aver- 
age of 3.1 days a person in 1951, 1952, and 1953. 

The days in hospital per person for the total 
population was the same for 1940 and 1959 even 
though the hospital admission rates were about 75% 
higher than 20 years ago. In 1940 there were 74 
admissions to general and special hospitals for each 
1,000 persons in the population compared to 130 
admissions in 1959, said the Institute. 

However, advances in medical science helped re- 
duce the lengths of stay in these hospitals, from an 
average of 13.7 days in 1940 to 9.6 days in 1959. 
This decrease was the leading reason why the num- 
ber of days in all hospitals for each 1,000 persons 
in the population declined from 2,839 days in 1940 
to 2,811 days in 1959. 


Workers Walk 


pedometer measures employee mileage at the 
B. F. Goodrich Co., Akron, Ohio, in an effort to 
show how many miles the average employee walks 
each day. The mailboy heads the parade with 14 
miles per day; the plant guard walks six miles; the 
superintendent, eight; and the secretary nearly two 


daily. Industrial Relations News, Dee. 3, 1960 





UNIVERSITY OF TORONTO 
Faculty of Medicine 


Second Refresher 
Course in 


INDUSTRIAL MEDICINE 


March 6th-9th (inclusive), 1961 


This course is designed to meet the needs 
of the practising industrial physician and 
to be of value to the general practitioner. 


FEE 
$50.00 (Canadian Funds) for whole course 
$15.00 (Canadian Funds) per day 


For further information write to the Direc- 
tor, Division of Postgraduate Medical 
Education, Faculty of Medicine, University 
of Toronto, Toronto 5, Ontario, Canada. 
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do you have a problem in 
industrial dermatitis? 


SILICONE SKIN PROTECTANT 


Silicote provides an effective barrier against a wide range of skin irritants. 
it adheres to the skin, is not easily removed, and, when properly applied, 
can not be seen nor felt on the skin, permitting workers performing delicate 
tasks to stay on the job. 


PROTECTS AGAINST 

—water, acids, alkalies, foods, organic materials, resins, cement, tanning 
solutions, inks, polishes, woods, glue, coolants, soluble cutting oils, rub- 
ber, plastics, synthetics, dyes, metals, paints, lacquers, thinners, etc. 


IN TREATMENT 

of contact dermatoses, Silicote clears up many cases not responsive to 
other therapy. 

Silicote is the only preparat ntainir C sil nes (dimethicone) in specially 


rolatum base. Silicote is non-occlusive 


May we work with you in your particular problem ? Send for clinical supply. 
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C 
tension, nausea, malaise 


for GI DISTRESS 


Usual adult dosage is one tablet once or twice a 
Division of Merck & Co., INC. 
West Point, Pa, 


the effective relief of meprobamate for nervous- 
MERCK SHARP & DOHME 


SUPPLIED: Tablets, bottles of 100. Each tablet contains 25 mg. 


of HYDRODIURIL (hydrochlorothiazide) and 200 mg. of meprobamate. 
day, beginning on the first morning of symptoms and contin- 
uing until the onset of menses. CYCLEX may be continued 


through the menstrual period. 
Before prescribing or administering CYCLEX, the physician should consult 


detailed information on use accompanying package or available on request. 


CYCLEX and HYDRODIURIL are trademarks of Merck & Co., Inc. 
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weight gain, breast fullness, abdominal congestion 
for MOOD-CHANGES...CYCLEX supplies 


for EDEMA... 

diuresis of HYDRODIURIL for rapid reduction of 
acting relief of nausea and bloat 

with premenstrual tension 


ness, irritability, 
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It could be the biggest bonus you ever gave your employees — life-saving 
facts about cancer. Whether you have a factory or an office—a hundred 
or a thousand employees—we are prepared to offer a cancer education 
program to meet your particular requirements. Pamphlets, posters, films 
and speakers will bring vital information to your employees. Such pro- 
grams pay off in saving lives. Call your local American Cancer Society 
for further information. Do it today. American Cancer Society 
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contains everything most coughers need... 














...in each 5 cc. (1 teaspoonful): 


: Dimetane 2 mg. 
| (Parabromdylamine [Brompheniramine] Maleate), 
7 deCemVoledethie-teslieemrroi@ll ohmokitauauel 


| Phenylephrine HCI 5 mg. and Phenylpropanolamine 


| two highly approved decongestants. 


| Glyceryl Guaiacolate 100 mg., 
| the expectorant that works best 


| increases respiratory tract fluid almost 200%. 


IN DIMETANE EXPECTORANT-DC 
| added Codeine Phosphate 10 mg./5 cc.(exempt narcotic), 
: when additional cough suppressant action is needed. 
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Diinetane Expectorant «= 
Ditnetane Expectorant-DC 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 





Dimetane Expectorant with Codeine Phosphate 





Science 
for the world’s 
well-being™ 


Pfizer) 


PFIZER LABORATORIES 
on, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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TERRA CORTRIL TOPICAL OINTMENT 
. ia EYE/EAR SUSPENSION 


BRAND OF OXYTETRACYCLINE HC! AND HYDROCORTISONE 


Uniting the individually established effectiveness and exceptional tissue tolerance 
of TERRAMYCIN® and CORTRIL* (hydrocortisone)... for rapid symptomatic relief 
and resolution of lesions in skin, eye, and ear inflammation and infection, 





IN BRIEF \ 


TERRA-CORTRIL Topical Ointment and Eye/Ear Sus- 
pension unite the potent anti-inflammatory action 
of hydrocortisone (Cortril®) with the broad- 
spectrum anti-infective control of oxytetracycline 
(Terramycin®), for anti-infective, ariti-allergic, 
and anti-inflammatory action in topical therapy. 
Unusually well tolerated, TERRA-CORTRIL makes pos- 
sible the successful treatment of a wider range of 
dermatologic, ocular, and otic conditions with a 
single medication. 

Indications: Topical Ointment — prevents or com- 
bats inflammation and infections in pyodermas, 
allergic and contact dermatoses, wounds, minor 
burns, and other inflammatory skin conditions with 
superimposed infections. Eye/Ear Suspension — 
prevents or combats inflammations of the external 
eye and ear and of the anterior ocular segment due 
to allergy, trauma, or infection due to TERRAMYCIN- 
sensitive organisms. 

Supplemental oral antibacterial therapy is advis- 
able in the treatment of severe infections or those 
which may become systemic. 

Administration and Dosage: Topical Ointment — 
After thorough cleansing of affected skin areas, a 
small amount of ointment should be applied gently. 
Repeat up to four times daily. When actual infec- 
tion is present, apply on sterile gauze for continu- 
ous contact with affected area. 

Eye/Ear Suspension — Ocular Conditions: 1 or 2 
drops into the affected eye three times daily. Otic 
Conditions: In external ear canal disorders, 2 to 4 
drops three times daily, or as required. Keep drop- 
per out of contact with infected area. In eye/ear 
infections that are deep-seated or spreading, sys- 
temic therapy should be employed concurrently. 
Side Effects: Few instances of hypersensitivity to 
topically applied hydrocortisone have been reported. 
Allergic reactions to TERRAMYCIN are infrequent. 
TERRA-CORTRIL Topical Ointment or Eye/Ear Sus- 
pension should be discontinued if such reactions 
occur and are severe. 

Precautions and Contraindications: Broad-spec- 
trum antibiotics may cause overgrowth of nonsus- 
ceptible organisms, e.g., monilia, resistant staphy- 
lococci. If this occurs, discontinue the medication 
and take appropriate countermeasures. Topical 
Ointment: Allergic reactions to oxytetracycline are 
rarely encountered. With the possible exception of 
herpes simplex and second-degree burns, there are 
few dermatologic contraindications to topical use 
of hydrocortisone. Eye/Ear Suspension: There is 
considerable evidence that corticosteroids may be 
contraindicated both topically and systemically in 
certain infectious conditions of the cornea — par- 
ticularly herpetic infections (dendritic keratitis, 
superficial punctate keratitis) and epidemic kera- 
toconjunctivitis. 

Supplied: Topical Ointment —In 1/6-0z. (5.0 Gm.) 
and 1/2-0z. (14.2 Gm.) tubes, containing 3% oxy- 
tetracycline (Terramycin®) hydrochloride and 1% 
hydrocortisone (Cortril®) alcohol in each gram of 
petrolatum base. 

Eye/Ear Suspension — In 5 cc. amber bottles with 
sterile dropper. Each cc. of TERRA-CORTRIL Eye/Ear 
Suspension contains 5 mg. of oxytetracycline HCl 
(Terramycin®) and 15 mg. of hydrocortisone 
(Cortril®) acetate in a gel-like base of controlled 
viscosity. 
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the apices. Like music deserting a broken reed, 
such a report invariably sucks away joy from 
work, and each time this eternal nightmare of 
my industrial career is before me, I wonder if 
J should pity the victim or myself more. If I 
ask him to quit work, I ask him to die of tuber- 
culosis plus starvation. If I let him work, I 
create more Pandoos with tuberculosis. As some- 
thing has to be done, I asked him to take at least 
six months’ leave. 

“With folded hands and tears in his eyes he 
pleaded that I should do no such thing. He had 
three children and they would die of starvation. 
I should give him good medicine, and if I did 
not have it in the factory dispensary, he would 
buy it himself no matter what it would cost. He 
would spend anything to keep himself working. 

“T wished (as I often wish) that somebody 
would transport me at once to a place where 
there was no Pandoo and no factory. But 
wouldn’t it be much better, if we all were trans- 
ported to some place where there is no tubercu- 


losis?” 


Pneumoconiosis Abstracts, Vol. Ill 


Bureau of Hygiene and Tropical Diseases. Approx. 
$9.75. Pp. 376. Pitman Medical Publishing Co., 
Ltd., London, 1959. 


This volume is a sequel to the two preceding 
volumes which were published in 1953 and 1954. 
These volumes contain abstracts which first ap- 
peared in the Bulletin of Hygiene; the first vol- 
ume covered the years 1926 to 1938, the second 
1939 to 1950, and the present volume covers the 
years 1951 to 1955 inclusive. The set of three 
volumes therefore contains a comprehensive col- 
lection of abstracts of the important papers pub- 
lished in this field during a period of 30 years. 

In addition to abstracts on the various forms 
of pneumoconiosis, abstracts of articles are in- 
cluded which deal with standards of air dusti- 
ness; with concentrations of dusts from various 
processes; with technical methods of measure- 
ment of dust; and with the study of the physical 
properties of dusts and of their chemical and 
mineralogical characters. 

The astonishing feature of this publication is 
not the high quality of abstracts but the fact 
that there were so many papers to be abstracted. 
Without actual enumeration, a little averaging 
suggests some 1400 titles. 

All persons concerned with the study and con- 
trol of dust diseases will find these volumes an 
invaluable source of information. 
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] SPRAY-BAND® Antibiot [] SKIN-FREEZE® Non 
The Spray-Or ving Fiammable, Economica 
Bandage’ With Topical Anesthetic For 
Breathing Permeability Daily Use $1.25 Ea 
For Faster Healing $2.00 Ea. (1) FLUORO-DERM® Longer 
WATERPROOF SPRAY Lasting, Non-Flammable 
BAND ® Ide 
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] CLEAN-AIR® Bacter Valve No Waste 
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For Sickrooms & 
Doctors’ Of ) SCHUCO BURN SPRAY 
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RDICK UT-400 


ULTRASONIC UNIT 


Ultrasound reduces edema and promotes cir- 
culation, encouraging more rapid healing of 
acute injuries. Burdick’s UT-400 delivers both 
pulsed and continuous ultrasound. When in- 
dicated, the heating effect can be reduced by 
using pulsed current without decreasing the 
mechanical effect of the ultrasound energy. 


For further 
information on 
the UT-400, write 
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THE BURDICK CORPORATION 
MILTON, WISCONSIN 


Branch Offices: New York * Chicago * Atlanta * Los Angeles 
Dealers in all principal cities 





New ORAL DECONGESTANT 


afford a new degree of symptomatic relief from 


e SINUSITIS 
e THE COMMON 


COLD 


® ALLERGIC DISORDERS 


Minimizes the Hazard of Drowsiness on the Job 


as compared with other preparations containing antihistamines 


*eeeeeseee#eeee#ee#ee#eee#e+e#*ees#8seetfeer#estfesgeenre7neteetee#e#e#8s8s5ee#ee#ee#e#e#¢e#¢e#e#e¢*¢ 


Unique 3-layer decongestant 
tablet development offers a 
combination of ingredients 
never before possible to put 
into a single tablet. 


DRIS TAN-— Faster In Therapeutic Action 


Dristan Decongestant Tablets—afford a neu 
degree of relief from the symptoms of sinus- 
itis, nasal allergies, postnasal drip and the 


common cold by releasing: 


(1) A POWERFUL VASCOCONSTRICTOR 
... phenylephrine hydrochloride. This 
shrinks swollen sinus membranes and pro- 
motes proper drainage. 


(2) A UNIQUE ANTIHISTAMINE. . 

phenindamine tartrate. Rarely produces 
drowsiness. Controls the edema and dis- 
charge caused by offending allergens. 








Regular Enteric Coated Tablet 3-Layer Uncoated Dristan Tablet 


a 


Disintearates in 3 hours Disintegrates in 7 minutes 





(3) viramin c. Under body stress 
such as fever and infectious diseases — 
the normal requirements double. The 
daily dose of Vitamin C in Dristan is 
more than twice the recommended daily 


allowance. 


(4) Approved apc formula... aspirin, 
phenacetin and caffeine. 








Professional Supplies on Request: 
Ask the detail man from Whitehall Laboratories 
or send request on your professional letterhead to: 


References: Annals of Allergy, Vol. 6. July-August 
1948. Study of a New Histamine Antagonist, The 
Pennsylvania Med. J., Vol. 51. Clinical Study of a 
New Antihistaminic Drug—Phenindamine. Dristan 
Clinical Study. 


WHITEHALL LABORATORIES 


22 EAST 40TH STREET, 


NEW YORK 16, N. Y. 





Proven 


in over five years of clinical use and 
more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


¢ simple dosage schedule produces rapid, reliable 
tranquilization without unpredictable excitation 
no cumulative effects, thus no need for difficult 
dosage readjustments 
does not produce ataxia, change in appetite or libido 
does not produce depression, Parkinson- like symptoms, 
jaundice or agranulocytosis 


does not impair mental efficiency or normal behavior 


Miltown 


meprobamate (Wallace) 


Usual dosage: One or two 400 mg. tablets t.i.d. 
Supplied: 400 mg. scored tablets, 200 mg. sugar-coated 
tablets; or as MEPROTABS 100 mg. unmarked, coated tablets. 


i WALLACE LABORATORIES / Cranbury, N. J. 











